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Relief of muscular spasticity and tremor 


Cerebral hemorrhage and upper motor neurone 
lesions may produce spastic paraplegias and hemi- 
plegias, particularly of the lower limbs. 

Myanesin Elixir may be of value in producing 
muscular relaxation and increased range and co- 
ordination of movement. 


*MYANESIN’ ELIXIR 


Further information is available on request 


THE BRITISH DRUG HOUSES LTD. (Medical Depart) 


In Parkinsonism also, Myanesin Elixir has proved a 
helpful in reducing, or in some cases abolishing, = 
tremor and involuntary movement. ae 

Dosage be $ to | tablespoonful up 
six times daily according to theppes med. 
Bottles of 8 and 40 fi. oz. * il 


SERIAL RECORD 


MAR |, 91951 


Now available 


HE LAW AND ETHICS OF DENTAL 


PRACTICE 
DURAND, M.R.C.S., L.R.C.P. 
Formerly Bh of the Medical Protection Society 
and 
ORGAN, L.D.S. (Leeds) 

Formerly mae Dental Secretary of the British Dental 

Association 
Foreword by Professor R. art ae M.D.S. Dunelm, F.D.S., 
ng 
Professor of Oral Durham University 
Director, Newcastle-upon-Tyne Dental School 


Expert guidance on the which confront the 
entis 


Demy 8vo 98 + viii Price 7s. 6d. net, plus 4d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


TEXTBOOK ‘OF _VENEREAL DISEASES _ 


By R. R. WILLCOX, B.S., M.R.CS., L.R.C.P. 
Consultant in Venereal Diseases, St. BMary’s Hospital, London 


“The book is pempicalty put together and the illustrations 
are excellent.”—B.d 


Demy 8vo 440 pages 154illustrations 7 coloured plates 32s 
Medical Books + Ltd 


Wm. Heinemann * London 


ONTROL OF COMMON FEVERS 


By twenty-one Contributors. Arranged by 
Dr. ROBERT CRUICKSHANK and EDITOR of THE LANCET 


Demy 8vo 362 + vi pages 33 graphs 38 tables 
12s. 6d. + 5d. postage 


The Lancet Limited, Adam-street, Adelphi, London, W.C.2 


Second Edition Now available 


NDOCRINE DISORDERS IN CHILDHOOD 
AND ADOLESCENCE 


By H. 8. M.D. (Lond.), F.R.C.P. (Lond.) 
Physician, Royal Berkshire Hospital 
and F. H. W. TOZER, M.D. (Lond.), M.R.C.P. (Lond.) 
Sometime Clinica] Assistant, Royal Berkshire Hospital 


Demy 8vo 298 + x pages Illustrated 15s., plus 5d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 
Fifth Edition Now available 
RINCIPLES OF MEDICAL STATISTICS 

By A. BRADFORD HILL, D.Se., Ph.D. 


Demy 8vo 282+x 10s. 6d. net, plus 6d. postage 
With Twenty-five Exercises and Answers 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


URGERY:A For STUDENTS 


By CHARLES AUBREY PANNETT, B.8c., M.D., F.R.CS. 
Professor of Surgery, University of London; Director of the 
Surgical Unit, St. Mary’s Hospital, London ; sometime member 
of the Court ‘of Examiners, R.C.S. Eng:, and Examiner to the 

Universities of London, Manchester, and Cardiff 


769 + xiv Price 27s. 6d. net, plus 1s. postage 
Extensively illustrated throughout text 


The book has been completely revised to incorporate advances 

in surgery since the issue of the first edition. At the same time 

unnecessary matter has been avoided, so that the book remains 

a presentation of modern surgery of moderate size. The character 

of the book has been preserved but the additional matter makes 

it more generally useful to es as well as undergraduate 
studen 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


FORENSIC MEDICINE 


By Sir SYDNEY SMITH, C.B.E., M.D., F.R.C.P., and F. S. FIDDES, 
O.B.E., M.D. Ninth Edition. 173 Ilustrations. 30s, 


DISEASES OF THE EYE 


By Sir JOHN PARSONS, C.B.E., D.Sc., C.S 
STEWART DUKE-ELDER, K.C.V.O., M.D., cs. 
21 Plates and 368 Text-figures. 30s. 


DISORDERS OF THE BLOOD 
Diagnosis, Pathology, Treatment and Technique 


By Sir LIONEL WHITBY, C.V.0O., M.C., M.D., F.R.C.P., D.P.H., and 
Cc. J. C. BRITTON, M.D., ’D. P.H. Sixth Edition. 12 Coloured Plates 
and 94 Text-figures. 42s. 


J. & A. CHURCHILL LTD. 


Siz Standard Books 


104 GLOUCESTER PLACE LONDON W.1 


DIBLE AND DAVIE’S PATHOLOGY 
An Introduction to Medicine and Surgery 


By J. H. DIBLE, M.B., F.R.C.P. Third Edition, 417 Illustrations 
(9 in coleur). 5s. 

EDEN AND HOLLAND’S MANUAL OF 

OBSTETRICS 
Ninth Edition. Revised and re-written by ALAN BREWS, M.D., 1 oe 


F.R.C.S., F.R.C.0.G. 36 Plates (12 Coloured) and 399 Text-figures. 


THE SCIENCE AND PRACTICE OF SURGERY 
By W. H. C. ROMANIS, M.A., M.Ch., F.R.C.S., and PHILIP H 
MITCHINER, C.B., C.B.E., M.D., M.S., F.R.C.S. Eighth Edition. Vol. 1: 


General Surgery. Vol. II: "Regional Surgery. 820 — 
ach volume 25s, 
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Cassell Medical Books 


McClung’s HANDBOOK OF METHODS OF HORMONES "IN 
MICROSCOPICAL TECHNIQUE TISSUE CULTURE CLINICAL PRACTICE 
edited by by by 
RUTH MeCLUNG JONES, RAYMOND C. PARKER, H. E. NIEBURGS, 
Professor of Biology, Winthrop College, South Research Associate, beaaiene Medical Research M.D. 
Carolina. Laboratories, Research Associate, Department of Endocrino- 


New Third Edition 
800 pp. 157 illus. 90s. | 300 


: logy, University of Georgia. 
New Second Edition 


pp. 157 illus. 57s. 6d. | 400pp. Demy 8vo. 57 illus. 25s. net 


CASSELL & CO. LTD., 37/38 ST. ANDREW’S HILL, LONDON, E.C.4. 


FOR THE RELIEF OF . 


Supplied in bottles of 50 and 250 tablets. 
Tax-free Dispensing Packs of 500 tablets. 


Literature 


HYPERTENSION 


HEPVISC is a New Hypotensive Agent combining Mannitol 
Hexanitrate (8 mg.) with Viscum Album (50 mg.) in 
one tablet. 

For sustained action and control of the subjective symptoms 
frequently accompanying High Blood Pressure. 


DOSAGE: 
TWO TABLETS THREE OR FOUR TIMES DAILY 


and Samples on request from: 


THE ANGLO-FRENCH DRUG CO. LTD., 11-12 Guilford Street, LONDON, W.C.1 
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VOLUNTARY PARENTHOOD 
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MS 


—VOLPAR is approved by 
Planning Association. 


FSS 
= 


Applicator is also available. 


the Medical Department 
THE DE 


| 
( For maximum safety Volpar Gels or Paste * 
( 


P AR’ for Contraception 


—VOLPAR contains the most effective 
spermicide available, phenyl mercuric acetate. 
—VOLPAR is perfectly non-toxic, even |, 
on prolonged use. 
—VOLPAR is formulated with a base — 
which ensures its ready liberation and rapid 
diffusion. 


—VOLPAR is free from odour and is in ' 
every way exsthetically acceptable. 


the Family 


Available as Volpar Gels and Volpar Paste. ’ 
A combined packing of Volpar Paste and | 


should be used with a cap or sheath. 


Further information is available on request to 


UG HuUSES LTD. LONDON | 
Vol/E/28 
\\ 
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An Information Service on New Drugs 
It is becoming increasingly difficult for the general practitioner to keep himself fully informed on new phar ical sub and 


“The Pharmaceutical Journal ’’ has introduced an information service on new 
The service provides such details as : Composition, Properties, Clinical Indications, Contraindications, Dosage, References to the Literature, 


Subscribers for 1951 will receive all the cards as they are issued during the current year, a filing cabinet (inland subscribers only) 

Since the inception of this service in 1949 approximately 300 
receive all the cards issued during 1949 and 1950 for an additional fee of two guineas. A cumulative therapeutic index is despatched 
to all subscribers every six months together with a list of analagous preparations. 
classifying products under their therapeutic, diagnostic, or prophylactic uses and under the headings of non-proprietary chemical or laboratory 
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modern treatment of 


varicose conditions 


Modern technique embraces ligature, 
injection and firm compression bandaging 


Suitable compression bandages are: 


Elastoplast Elastocrepe Elastolex 
Elastoweb Diachylon/Elastocrepe 


Viscopaste 


Ichthopaste 


Coltapaste 


(Plentiful supplies of all these bandages are now available) 


Products of T. 3. SMITH & NEPHEW LTD., NEPTUNE ST., HULL 


SAFEGUARDING 
HEALTH 


Severe vitamin deficiencies are rarely 
encountered in this country, but 
there are some people who, although 
apparently healthy, exist on the 
borderline of malnutrition and when 
illness arises they may develop a 
frank deficiency syndrome. 


The regular inclusion of Marmite in 
the diet has proved to be of particular 
value in pregnancy and in other cases 
where a deficiency of the B, vitamins 
may easily occur. Marmite is a pro- 
tective food which supplies essential 
vitamins of the B, complex. 


—MARMITE 


yeast extract 


contains : 
Riboflavin (vitamin B,) 1°5 mg. per oz. 
Niacin (nicotinic acid) 16-5 mg. per oz. 
Jars: l-oz. 8d., 2-oz. I/I, 4-0z. 2/-, 8-oz. 3/3, I6-oz. 5/9 
Obtainable from chemists and grocers 
Special terms for packs for hospitals, welfare centres and schools 
Literature on application 
The Marmite Food Extract Co., Ltd., 35, Seething Lane, 
5010 London, E.C.3 


RYBAR LABORATORIES LIMITED 


present : 


RYMALBROM 


(Please note alteration in name) 


The Safe Sedative and Hypnotic 


NO HABIT FORMATION, NO AFTER EFFECTS 
NATURAL SLEEP AND RAPID EXCRETION 


RYMALBROM consists of two of the 
most important open chain ureides— 
carbromal and _ bromisovalerylurea. 
These two when combined have a 
synergistic effect; sleep lasting longer 
than would occur with each separately. 


Rybar Laboratories with this product continue 
to maintain the very high standard which 
they have set themselves during the years. 


Professional sample and literature 
on request from: 


RYBAR LABORATORIES LIMITED 
TANKERTON 
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NUTRITIONAL VALUE 
OF BREWERS’ YEAST 


SURVEY 


Write for 
Free Copy 
Now! 


@ A new approach to 
Nutritional Control of 
Inherited and Acquired 
Constitutional 
Inadequacies. 


@ An explanation of 
the well-known Tonic 
Effect of Yeast in 
Healthy Persons on 
** Adequate” Diets. 


@ How recent Re- 
search supports the 


LONDON 1950 


@ The History of Brewers’ 
Yeast in Medicine. 


@ Requirements of B Empiricism of the 
Vitamins by Classical **Old-fashioned’”’ 
Standards. Practitioner. 


ALUZYME PRODUCTS 
MINERVA ROAD, LONDON, N.W.10 


193 Ilustrations,some in Colour. 45s., postage 10d 


THE BREAST 


Structure: Function: Disease 
Edited by F. D. SANER, F.R.C.S. 
An important and up-to-date work on the subject. Great care has been 
taken in the production of this book. Not only has it been meticulously 
edited, but the paper, typography, press work, and binding are of the 
highest quality and make it a pleasant book to handle. That it will become 
the standard work scarcely needs accentuating. 


Second Edition. 54 x 8} in. 683 pp. 550 Illustrations. 52s. 6d., postage 10d. 


EYE SURGERY 
By H. B. STALLARD, M.B.E., M.D., F.R.C.S. 
Sets out concisely the principles of operative surgery of the eye and the 
structures related to, and concerned with, its function and protection. 
For the new edition a thorough revision has been carried out; additions 
have been made to include recent techniques ; and over 200 new illustrations 
have been included. 


5} x 8} in. 216 pp. 28 Plates. 12 Illustrations ini Text. 21s., postage 6d. 


By M. ENGLER, M.D., D.P.M. 
This book fills a definite gap in the literature on the subject. The author 
presents a summary of all the published work and endeavours to show that 
there can be but one explanation of the aetiology of the syndrome. 


54 x 8h in. 254 pp. 14 Charts. 


INFANT NUTRITION 
By F. W. CLEMENTS, M.D., B.S., D.T.M., D.P.H. 
Presents an introduction to the rapidly expanding science of nutzition, 
and gives the known facts so that the pediatrician and the nurse may‘ have 
them readily available. 


2ls., postage 6d. 


JOHN WRIGHT & SONS: BRISTO 


or fibrin foam, or alginates) 


applications. 


THROMBIN 


(MAW) 
is now being increasingly used 


in controlling oozing hemorrhage (with or without gelatin 


and in skin-grafting where it speeds vascularization and 
acts as a physiological adhesive. 


Good results are being reported in a number of other 


WE SHALL BE GLAD TO SUPPLY FURTHER INFORMATION 


S. MAW SON AND SONS LTD., BARNET, HERTS. 


Phone: BARNET 5555 
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The problem was 


to neutralise aspirin and to make it soluble. 


The problem has 


now been solved. 


Aspirin is acidic, sparingly 
soluble, and for many subjects 
a gastric irritant. By contrast, 
its calcium salt is neutral, 
soluble and bland. Unfortun- 
ately, however, calcium aspirin 
as ordinarily presented is un- 
stable, and thus, sooner or later 
becomes contaminated with 
the breakdown products, acetic 
and salicylic acids. In ‘Disprin’ 


the problem of providing 
calcium aspirin in stable and 
palatable form has been solved. 
Extensive clinical trials show 
that Disprin in large dosage 
and over prolonged periods, 
can be tolerated without 
the development of gastric 
and systemic disturbances, 
except in cases of extreme 
hypersensitivity. 


DIS PRIN Neutral, stable, solubie, 


palatable calcium aspirin 


On prescription Disprin is free of Purchase Tax. 


Clinical sample and literature supplied on application. 


RECKITT & COLMAN LTD., HULL AND LONDON (PHARMACEUTICAL DEPT., HULL) 


REGULAR HABITS are undoubtedly the basis 
of satisfactory bowel movement in the normal 
individual. Unfortunately, with changes in the 
routine, during illness or convalescence, or due 
to rush of work and social activities, the 
habit time of bowel movement is often lost 
and constipation follows. 


Once lost this habit time is not easy to 
regain, but insistence on a regular effort and 
the provision of sufficient bulk to stimulate 


Habit Time 


peristalsis will do much to help in its recovery. 
‘PETROLAGAR’ provides soft bulk and 
achieves a comfortable bowel movement with- 
out griping. Gently but surely ‘PETROLAGAR’ 
helps the return to habit time. Issued in two 
varieties: Plain and with Phenolphthalem. 


‘Petrolagar’ Emulsion 


Trade Mark 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON RD., LONDON, N.W.1 
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HEWLIX 


BRAND TRADE MARK 


A balanced tonic combining Vitamins A and D with the Glycerophosphates 
of Calcium, Sodium and Potassium together with scale-lron and trace metals 
in a pleasantly flavoured Glucose Syrup. A most pleasant and acceptable 
medicine, which by reason of its ready acceptance by young and old 
ENSURES A REGULAR INTAKE WHEN PRESCRIBED 
Indicated in convalescence and debilitated conditions 


CONVENIENT PACKINGS - - 4 fl. oz. and 8 fl, oz. 
FOR DISPENSING - - 20fl. oz. and 90 fl. oz. 


C. J. HEWLETT & SON LTD. 
MANUFACTURING CHEMISTS 
35-43, CHARLOTTE ROAD, LONDON, E.C.2 
and at 216, ORR STREET, GLASGOW, S.E. ‘ 


aes physician is familiar with the patient complaining of sour stomach, 
flatulence, epigastric pain, etc., yet in whom no cause can be found other 
than a history of dietary indiscretion often aggravated by the indiscriminate 
use of Sodium Bicarbonate, Bismuth or similar remedies. 

jy. ‘ Alocol’ is thé logical method of treatment in ‘ Alocol’ neutralizes excess gastric acidity to the 
these cases and physicians constantly confirm most favourable degree without provoking the 


its exceptional value. Its use gives effective . , 
d and lasting relief of symptoms and, in conjunction danger of alkalosis, thus Producing a markedly 
with dietary discipline, assists in restoring normal © Soothing effect on the gastric mucosa with the 
\- digestive " prompt relief of pain and discomfort. 


Colloidal Aluminium Hydroxide 
Available in the form of Powder, Tablets or Cream 
Complete chemical history of ‘Alocol’, with clinical reports 
and supply for trial, sent free to physicians on request 
A. WANDER LTD., 42 Upper Grosvenor St., London W.1. 
‘ * Alocol’, in all its forms, is a strictly ethical product; 

it is not advertised to the public. 
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GLANOID 


cArmo - Noestrol and 


ARMO-NOESTROL 
Forte Tablets 


combining 
@ Each tablet contains Dienoestrol and Phenobarbitone Indicated in Dysmenorrhoea 
ARMO-NOESTROL and Menopausal Disorders 
DIENOESTROL 0:1 mg. 
PHENOBARBITONE 16 mg. 
ARMO-NOESTROL FORTE Write for literature to :— 
DIENOESTROL 0:3 mg. THE 
PHENOBARBITONE 16 mg. 


restore: Ar mourLaboratories 


CLERKENWELL “ARMOSATA-PHONE” 
9011 London LINDSEY STREET - LONDON - E-C:l 


PARKE, DAVIS & COMPANY 


Hounslow, Middlesex Hounslow 2361 Inc. U.S.A., Liability Ltd. 


in insomnia 


In ‘CARBRITAL’ capsules the rapid, but relatively brief, hypnotic action of 
pentobarbitone sodium is combined with the prolonged sedative effect of carbromal. 
In insomnia ‘ Carbrital’ produces slumber simulating natural undisturbed sleep 

of adequate depth and duration, and patients awaken refreshed and alert. 
‘CARBRITAL’ is also indicated as a general sedative in neurasthenia, etc., or 


pre-operative sedation, and routinely in minor operations. 


Each ‘CaRBRITAL’ capsule contains 14 grains of pentobarbitone sodium Supplied in bottles of 


and 4 grains of carbromal. 


| Telephone : Telegrams : 
CAN 
> 
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A sterile technique allows 


POSITIVELY NO ADMITTANCE 
to the bacterial invader. 
In the operating theatre, surgeon and 
sister preserve meticulous asepsis of materials, 
Yet in this vital issue they are reliant upon the 
indispensable contribution of their invisible ally— 
the suture manufacturer, 
Modern production methods with scientific 
sterility control of every phase of manufacture merit their 
complete confidence in sterility of the suture. The sealed 
tube is the final guarantee. Once broken, the aseptic suture is 
brought safely into the theatre sterile technique. These things assured, 
the patient is secure with surgical skill in confident hands, 


STERILITY—VITAL AID TO SURGICAL SKILL 


ETHICON SUTURE LABORATORIES LTD 
BANKHEAD AVENUE EDINBURGH 
ASSOCIATE COMPANIES : 


New Brunswick, New Jersey: Sao Paulo, Brezils Sydney, Australia 
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RESTORATIVE AND MAINTENANCE THERAPY 


\ 


Grade III 
Vaginal Flora 
pH 56-7°8 


Grade II 


Vaginal Flora 


in Vaginitis 


Neutrality pH 7°0 


FLORA-Déderlein bacilli 
absent. Mixed bacterial flora. 
Glycogen—greatly reduced. 
Epithelium—diminished. 


FLORA-Mikxed, Déderlein 
bacilli plus other organisms. 


pH 4°8 - 6:0 Glycogen—diminished. 
Epithelium—diminished. 
Grade I FLORA-Normal, 
Vaginal Flora Déderlein bacilli. 
pH 40-50 Glycogen—normal. 
(Normal Range) Epithelium—normal. 


LITERATURE 
ON REQUEST 


Most types of vaginitis and cervicitis are 
associated with decreased vaginal acidity. 


Reduction of Déderlein’s bacillus, glycogen 
deficiency and thinning of the mucosa provide 
favourable conditions for invading organisms. 


Since “acidity is the most important factor in 
the treatment of trichomonas vaginalis and any 
vaginal infection” 1. restoration of normal acid- 
ity is often essential to effective therapy. 


ACI-JEL, a water dispersible acid jelly of pH4, 
promptly restores normal acidity, spreading 


(1) Karnaky, K.J: Am. J. of Surg. XLVIII:216,1940. 


uniformly and adhering closely to the deepest 
vaginal folds. 

Aci-Jel often suffices to cure the underlying 
infection, but may be used advantageously 
with any other therapy. 


“‘Much more satisfactory than the acid douche 
” 2, Aci-Jel is non-irritating, persistent, 
and simple in application. 


Available in 34 ounce tubes complete with the 
Ortho applicator, or in “refill” tubes. Prescribe 
the package with applicator for new patients. 


(2) Rakoff, A. E.: M. Clin. N. America 29:1354, 1945. 
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Pharmaceutical Limited 
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with lower toxicity 


NTRAVENOUS iron preparations have an accepted place 

in modern therapeutics, but the incidence of toxic reactions 
following their use has, in the past, made practitioners wary 
of using them routinely. Prolonged work in the Research and 
Development Departments of The Crookes Laboratories has 
resulted in the production of an intravenous iron preparation 
which, in clinical trials, has demonstrated a high utilisation 
index with almost complete freedom from toxic reactions at 
recognised dosage levels. Crookes Neo-Ferrum: Intravenous 
is particularly indicated in those cases of iron deficiency 
anemia not responding to adequate doses of oral iron due to 
a failure to absorb the iron, for those cases intolerant of 
adequate oral iron dosage and certain cases of refractory 
anemia associated with chronic toxic and infective conditions 
such as rheumatoid arthritis. It is also indicated in all cases 
of iron deficiency anemia where it is necessary to raise 
the hemoglobin level rapidly. Crookes Neo-Ferrum 
Intravenous is a specially prepared sterile and stable solution 
of iron oxide standardised to contain 2° of elemental iron. 


Descriptive literature is available on request. 


INTRAVENOUS IRON THERAPY 


CROOKES NEO-FERRUM CUNTRAVENOUS) 


PACKINGS : 5 c.c. ampoules (each containing 100 mg. elemental iron) in boxes of 6. 


CROOKES LABORATORIES LIMITED - PARK ROYAL LONDON 
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Orally active peripheral 
VASODILATOR 


PRISCOL 


RAYNAUD’S DISEASE 
and 
INTERMITTENT CLAUDICATION 


Buerger’s Disease and 


Arteriosclerotic conditions 


In elderly patients with peripheral vascular disease Priscol 
permits a much more active existence and delays the sequelae 
of arteriosclerotic changes 


TABLETS 25 mg. 
AMPOULES 25 mg. OINTMENT 10% SOLUTION 10% 


(* Priscol’ is a registered trade mark denoting 2-benzyl imidazoline hydrochloride) 


Reg. user 
4 CIBA LABORATORIES LIMITED 
HORSHAM - SUSSEX 
Telephone : Horsham 1234 Telegrams : Cibalabs, Horsham 
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HEPRONA 


TRADE MARK 


EVANS 


a tonie restorative 


Full and rapid recovery from illness, or following surgical 
operations, may be the more readily achieved if liver extract, 
iron and vitamins are supplied to the patient to facilitate 
blood regeneration. Even a relatively small fall in the hemo- 
globin level in patients otherwise reasonably healthy, may 
manifest itself in the form of general asthenia and proneness 
to fatigue. HEPRONA, a preparation containing Hepatex 
liver extract, iron, members of the vitamin B complex and 
glycerophosphates, is an excellent tonic in such cases and is 
suitable both for adults and children. 


PACKS: BOTTLES OF 6 FL.OZ. 


LITERATURE: On request from the Medical Information Depart- 
ment, Speke, Liverpool 19 or 50 Bartholomew Close, London, EC1 


EVANS MEDICAL SUPPLIES LTD : LIVERPOOL & LONDON 


Overseas Companies & Branches: 
AUSTRALIA*+BRAZIL:+ AFRICA+-SOUTH EAST ASIA 
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SEDATION IN 
DYSMENORRHOEA 


; 


Dysmenorrhoea is a symptom 


of entity in which Veganin* 
provides prompt and effective relief not only of pain but 


irritability so characteristic of genital disturbances is 
particularly evident in dysmenorrhoea. 


Veganin is both analgesic and sedative and may be confi- 


dently prescribed in the treatment of pain and anxiety in 
menstrual distress. 


Although Veganin is of especial use in relieving menstrual 


pain, it is also indicated for many other gynecological 
conditions, such as salpingitis, oophoritis, etc. 


Each tablet, 11.8 grns., contains w/w Acid V E G A N I | 
Acetylsalicyl. 32.68%, Phenacet. 32.68%, 
Codeine 0.99%, Excipient ad. 100.00% 


® TRADE MARK REG 


Supplied in tubes of 10 and 20 tablets. Also available 
in bulk packages of 100 and 500 for dispensing only. 
Not subject to Purchase Tax when used on prescription. 


William WARNER and (>. Ltd. Power Road, tendon U4, 


NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 
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maximum 
efficacy 


minimum 
Hap\? risk 


compound sulphonamides 


The solubility in the urine of three sulphonamides administered 
together is considerably greater than that of one sulphonamide 
in the same total dosage. The risk of crystal deposition and its 
attendant danger of renal damage has been largely overcome 
by the use of such mixtures of sulphonamides. 


The bacteriostatic activities of the three components of 
‘Sulphatriad ’ brand compound sulphonamides are additive, 
whereas the danger of crystalluria is only as great as if each 
component had been administered separately in the same 
partial dosage. 


*“SULPHATRIAD ' is supplied as follows 
Tablets: containers of 25, 100 and 500 x 0:50 gramme 
Suspension: containers of 4 and 40 fl. oz. 
(each tablet or each fluid drachm of suspension contains 
sulphathiazole 0-185 gramme, sulphadiazine 0-185 gramme, 
sulphamerazine 0-130 gramme) 


manufactured by 


MAY & BAKER LTD as 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. DAGENHAM 
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HERAPY or 
-ULOSIS 
7 


Research workers in Herts Pharmaceuticals Ltd. are engaged 
on investigation into the chemotherapy of tuberculosis. Many 
substances have already been examined extensively both 

- in vitro and in vivo, and the following have been introduced 
for the first time in this country :— 


~“PARAMISAN SODIUM’ prana sodium para 


Aminosalicylate is now recognised as a valuable agent for 
the treatment of certain types of tuberculosis, and as an 
important addition to streptomycin therapy. Available as 
pure crystalline powder, and the newly introduced cachets. 
Supplied also in forms suitable for injection. 


‘PARAMISAN CALCIUM’ brand Calcium para- 


Aminosalicylate has been shown by clinical experiment to be 
better tolerated and capable of producing higher blood levels 
than the sodium salt. Furthermore, in cases where the sodium > 
salt is contra-indicated, for example in cases of hypokalaemia, 
the calcium salt is an ideal alternative. Available as powder 
and cachets, 


‘THIOPARAMIZONE’ brand Thiacetazone (para- 


Acetylaminobenzaldehyde thiosemicarbazone) has received 
extensive clinical trial for the treatment of tuberculosis, and 
favourable results have been reported in pulmonary cases 
of the early exudative type and in tracheo - bronchial, laryn. 
geal and intestinal tuberculosis. More recently, the drug has 
been shown to justify detailed examination in the treatment 
of leprosy. 


‘ETHIZONE’ brand Ethysulphonylbenzaldehyde thio- 
semicarbazone is the most active member of the thiosemi- 
carbazone series to have recent experimental and clinical 
study. Available as tablets for further clinical trial. 


Made by 


HERTS PHARMACEUTICALS LIMITED 
WELWYN GARDEN CITY, ENGLAND 
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AND FREE FROM PAIN 


‘Physeptone’ provides freedom from pain without drowsiness or confusion. 
More potent than morphine, ‘Physeptone’ does not dull the mind or give rise to constipation. 


It is unrivalled for the continuous relief of severe pain in the chronic sick. 


‘PH YSEPTON 


Amidone Hydrochloride 


THE ESTABLISHED ANALGESIC 


BURROUGHS WELLCOME & ¢ 6: (The Wellcome Foundation Ltd.) LONDON 
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Whether you are treating a serious wound or a superficial 
cut, you will find Flavogel a sound ally. It contains the 
powerful tissue antiseptic, aminacrine hydrochloride, in a 
water-miscibie base that penetrates rapidly to all parts of 
the wound and maintains prolonged contact between tissues 
and antiseptic. A bland jelly, Flavogel is also valuable as a 
lubricant for catheters, cystoscopes and in ante-natal ex- 
aminations. It is a clean jelly, too—convenient to use and 
well worth recommending for first aid in the home. 


-FLAVOGEL 


0.2 per cent aminacrine hydrochloride B.P. 
in a water-miscible jelly base 
| oz. tubes, 1/6, less usual professional discount 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 3434 a 


Ligation of the cystic artery and bile duct in cholecystectomy 


When the ligature must hold... 


Secure ligation is always necessary and sometimes 
imperative. 

That is why demand for London Hospital Catgut 
is still far ahead of supply. Its tensile strength, 
together with elasticity approximating 40°, affords 
the surgeon complete safety even in the fine sizes 
necessary to modern technique. Absolute sterility, 
achieved without loss of strength or suppleness, 
and reliable absorbability, preclude any possibility 
of complications. A slightly matt surface and 
constant gauge ensure perfect knotting and good 


approximation of the tissues. 


Specify LONDON HOSPITAL CATGUT 
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INFECTION AND IMMUNITY IN 
SMALLPOX* 


A. W. DowniE 
M.D., D.Se. Aberd. 
PROFESSOR OF BACTERIOLOGY IN THE UNIVERSITY OF 
LIVERPOOL 


THE recent outbreak “of smallpox at Brighton is 
another reminder of the continuing hazard of the intro- 
duction of virulent smallpox into this country from parts 
of the world where it is endemic. In this lecture, how- 
ever, I shall not, except incidentally, be concerned with 
the spread of infection in the community. I propose to 
consider the course of infection and development of 
immunity in the person who becomes ill as a result of 
infection with variola virus—i.e., the pathogenesis of 
smallpox. Any addition to our knowledge of this 
subject is likely to help in our understanding of the 
spread of infection in the community and its control. 

The sequence of events which follow penetration of 
the tissues by micro-organisms, and the response of the 
host, have excited the interest of clinicians and patho- 
logists for many years. Nevertheless, in many diseases, 
especially in virus infections, our knowledge is still 
very incomplete. In certain of the milder virus infections, 
such as measles, german measles, and mumps, a good 
deal of information has recently been obtained by the 
study of experimentally induced infections in human 
volunteers. In smallpox this method of investigation 
obviously cannot be followed. But some information 
on the pathogenesis of smallpox may be obtained from 
the experimental pox diseases of animals and by the use 
of laboratory methods to supplement the clinical study 
of patients. In re-examining the matter a good deal of 
what I have to say will be speculative, and I shall 
in many places be posing old questions without providing 
fresh answers. 

In earlier studies of smallpox the methods used for 
the detection of virus were (a) the microscopic examina- 
tion of stained smears from the skin or mucous surfaces— 
a method extensively used by Paschen; and (b) the 
inoculation of animals—the cornea in the rabbit or the 
skin or mucous membranes of monkeys. These methods 
are not very sensitive. Inoculation on the chorio- 
allantois of the developing chick embryo serves to 
demonstrate the presence of variola virus and may be 
used to estimate its concentrations in tissues and fluids 
from smallpox patients. A few drops of smallpox- 
vesicle fluid which has been diluted many thousand 
times with saline will still produce characteristic lesions 
on the membrane of the chick embryo. 


THE INCUBATION PERIOD 


The smallpox patient becomes ill from 9 to 15 days, 
commonly 12 days, after exposure to infection. What 
is happening in the body during this period? This 
question may be asked in many other infectious diseases 
and receive an equally unsatisfactory answer. Any 
hypothesis concerning the course of events in the incuba- 
tion period of smallpox must take account of the accepted 
opinion among epidemiologists that at any rate most 
patients are not infective during the greater part of 
this period. Acting on this belief Friedemann (quoted 
by Kaiser 1949) in the Berlin epidemic of 1916-17 
allowed several hundred smallpox contacts complete 
freedom to mix with other patients until the lapse of the 
normal incubation period. This procedure did not 
apparently promote the spread of the disease. Dixon 
(1948) during the smallpox outbreak in Tripolitania 
allowed contacts to carry on business activities between 
the 3rd and 9th day after exposure and never observed 


* University of London lecture given on Jan. 26, 1951. 
6652 


secondary cases arising from such contacts incubating 
the disease. 

It is generally believed that the virus enters the body 
via the upper respiratory passages. It has been 
suggested that the virus first invades and grows in the 
mucosa of the respiratory tract and that there is great 
multiplication of virus in this tissue. From this focus 
virus enters the blood-stream and infects the skin and 
other tissues at or just before the onset of illness. A 
primary lesion in the respiratory tract has not, however, 
been demonstrated. Councilman et al. (1904) in their 
study of post-mortem material from 54 cases found no 
evidence of such a primary lesion. The value of such 
negative findings is perhaps not great; pathological 
processes occurring during the clinical illness might 
obscure evidence of earlier changes, and many of Council- 
man’s cases had been complicated by secondary bacterial 
invasion of the lungs. However, if a primary lesion 
oceurs in the respiratory tract during the incubation 
period it is apparently not such as to render the patient 
infective by discharge of virus from the air-passages 
to the environment. 

There are two forms of smallpox where the portal of 
entry of the virus is not the respiratory tract—namely, 
variola inoculata and congenitally acquired infections. 


Variola Inoculata 

‘As far as the available records show, the incubation 
périod in variola inoculata was two or three days shorter 
than that of smallpox as ordinarily acquired. This 
difference might be due either to the greater size of the 
infecting dose of virus, to the more rapid entry of virus 
to the lymphatics or blood through the trauma ‘of the 
inoculation, or to the more rapid growth of virus in the 
skin than in the respiratory mucosa, or to a combination 
of these factors. Involvement of the local lymphatic 
glands seems to have been a regular feature of variolation, 
but it seems unlikely that in this inoculated smallpox 
proliferation of virus in the mucous membrane of the 
upper respiratory passages was an essential feature 
of the incubation period. 


Transmission of Smallpox Virus through the Placenta 
In congenitally acquired infection the incubation 
period is often shorter than in the disease as naturally 
contracted. Marsden and Greenfield (1934), who have 
published the most complete data on this subject, found 
that in many of their cases the interval from the time of 
onset of illness in the mother to the time of appearance 
of the eruption in babies soon after birth was 9-12 days ; 
if the babies were infected at the time of onset of the 
mothers’ illness, the incubation period of the disease 
in these babies was 2 or 3 days less than in smallpox 
as usually acquired. As they observed, this congenitally 
acquired infection resembles variola inoculata in this 
respect. In a few of their cases and in those recorded 
by Dixon (1948), however, the incubation period was 
about that seen in the naturally acquired disease. Here, 
again, there is no question of infection by the respiratory 
route. The virus enters the foetal circulation in the 
placenta, perhaps after infection of the cells separating 
maternal and foetal blood, and in the incubation period 
it must multiply in the internal tissues of the foetus. 
As some of the fcetal blood passes directly from the 
umbilical vein to the liver, Kupffer cells might well take 
up virus from the beginning of the incubation period. 
In naturally acquired smallpox, then, the incubation 
period is 2 or 3 days longer than in variola inocu!ata 
and in the congenitally acquired infection. These 2 
or 3 days might represent the interval which occurs, 
in the common form of the disease, between the implanta- 
tion of virus on the mucosa of the respiratory tract and 
its spread by the blood-stream to those other tissues 
where multiplication is to continue. 
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Evidence from Infection in Animals 

In the absence of direct evidence from observations 
in smallpox, as to the site of multiplication of the virus 

in the incubation period, we may turn to Fenner’s work 
on mousepox which provides useful suggestions (Fenner 
1948a and b). This work was summarised by Professor 
Burnet not many months ago (Burnet 1950). In mouse- 
pox, infection takes place through the skin. After an 
incubation period of 7-8 days a local lesion appears, 
followed after 2 more days, in mice which do not die of 
the acute disease, by a generalised skin rash which in its 
evolution has some resemblance to the eruption of small- 
pox. Fenner infected batches of mice by intradermal 
inoculation and followed the spread of virus by titrating 
the virus content of various organs of animals killed 
at daily intervals afterwards. He concluded that virus 
from the skin passed within a few hours to the local 
lymphatic glands, where it proceeded to proliferate. 
Within a day or two, small amounts of virus passed into 
the blood-stream, from which it was removed by phago- 
cytic cells lining sinusoids in the spleen, liver, and 
presumably other tissues such as bone-marrow. In 
these organs there was further multiplication followed 
by an overflow of virus into the blood ; at this time the 
skin was infected and the rash appeared 2 or 3 days later. 
As Fenner noted, the sequence of events in the incubation 
period was similar to that observed in mouse typhoid 
by Orskov and his colleagues (1928, 1930). 

In Fenner’s papers I have found no mention of 
examination of the lungs for virus during 
the incubation period. We kuow that intravenously 
injected bacteria and inanimate particulate material 
is partly removed from the circulation in the alveolar 
walls of the lung. In Fenner’s mice it seems possible 
that virus was removed in a similar manner during 
the initial viremia, as well as during subsequent passage 
of the blood through liver and spleen. In rabbitpox, 
which is clearly more akin to smallpox, the virus localises 
and produces lesions in the lungs with great regularity 
(Greene 1934). And after intradermal injection of some 
strains of vaccinia virus into rabbits, pulmonary lesions 
are commonly seen (Douglas et al. 1929, Pearce et al. 
1936). These observations seem to suggest that if there 
is an initial viremia early in the incubation period in 
smallpox, virus might be removed from the blood by 
phagocytic cells in the pulmonary capillaries and multiply 
there as well as in phagocytic cells in liver, spleen, and 
other tissues during the incubation period. 

Where then is the initial site of penetration and 
multiplication of virus in smallpox naturally acquired ? 
We simply do not know. It seems most unlikely that 
the virus multiplies sufficiently in the epithelial layers 
of the mucous membrane at the site of initial lodgement 
to give rise directly to the viremia which ushers in 
the clinical illness. It is difficult to believe that such 
local proliferation of virus could go on for so long and 
the patient not be infective for others. Might the initial 
infection of the tissues be lower down in the respiratory 
tract—for example, in the smaller bronchi or bronchioles, 
from which dissemination to the environment might 
less readily occur? Another possibility is that the virus 
might pass through the mucous membrane without 
infecting the epithelial cells and be carried to the 
lymphatic glands to multiply there. There is no evidence 
in favour of this idea; and later, at the onset of illness, the 
virus distributed by the blood-stream infects the epithelial 
cells in the upper respiratory tract readily enough. 

In any event, whether some degree of proliferation of 
virus takes place in epithelial cells at the site of entry 
or not, it seems likely that, during the incubation period, 
infection progresses in the manner suggested by Fenner’s 
work. The lymphatic glands draining the site of entry 
become infected early, and after a day or two virus is 
liberated from or within infected cells in these glands 


and passes to the blood-stream to give a primary and 
possibly transient viremia. The virus is quickly removed 
from the circulation by phagocytic cells lining the 
sinusoids of the liver and sinuses in the spleen and bone- 
matrow, and perhaps by phagocytic cells in the lung 
capillaries. Only after a further period of multiplica- 
tion and progressive infection of these cells does overflow 
of virus take place, giving the secondary and more intense 
viremia at or just before the onset of illness. The 
complete disappearance of the capillary walls in the 
liver, which Councilman and his colleagues noted in 
rapidly fatal cases, may well have been the result of the 
extensive infection of the Kupffer cells during the 
incubation period. 

There is no generally accepted explanation for the 
localisation of virus in the skin during the secondary 
viremia. The liability to intermittent slowing of the 
circulation in the skin capillaries, and the probability 
that virus is within cells or associated with cell fragments, 
may be important factors. The concentration of the 
eruption at pressure points is compatible with the idea 
that capillary stasis may determine skin localisation 
(Ricketts and Byles 1908). 


THE ONSET OF ILLNESS 


The overflow of virus into the blood-stream to give the 
secondary viremia is believed to coincide with the onset 
of illness. This viremia leads to widespread infection 
of the skin, mucous membranes, and other tissues, 
although lesions do not become apparent in the skin 
for a further 2 or 3 days. There may be viremia shortly 
before the onset of illness, but on this point we have 
no direct evidence. If the time of appearance and 
development of skin lesions in monkeys and rabbits, 
after intravenous injection of variola virus and vaccinia 
virus respectively, are any guide as to what happens in 
the skin of the smallpox patient, the viremia occurs 
just about the onset of illness and not before. The 
observations of Dixon on infection contracted in utero 
are compatible with this. It seems likely that, except 
in severe cases, the period of viremia may be limited to 
a day or two or even to a few hours. Kyrle and Morawetz 
(1915) claimed to have demonstrated the infectivity of 
blood, by intravenous inoculation of monkeys, throughout 
the clinical illness until the skin lesions were drying up. 
These findings have not been confirmed by our own 
observations (Downie et al. 1950), or by those of 
MacCallum et al. (1950), using the chorio-allantoic method 
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DAYS OF ILLNESS 

Fig. |. 

to detect virus. Fig. 1 summarises the combined find- 
ings of the two laboratories up to the end of December 
1950. It will be noted that, with one exception, positive 
results were obtained only in patients who ultimately 
died of their disease and. in whom the viremia might 
be expected to be greater in degree and more prolonged. 
The method permits of the examination of only small 
samples of blood, and more positive results might have 
been obtained if larger volumes of blood had been 
examined or if specimens had been obtained earlier in 
the illness. In a few instances concentration of speci- 
mens by high-speed centrifugation of lysed blood-cells 
was tried, but such specimens gave negative results 
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That viremia occurs in all cases early in the disease 
there can be no doubt. 


GROWTH OF VIRUS IN THE SKIN AND DEVELOPMENT OF 
THE FOCAL ERUPTION 


Although focal lesions are clinically obvious only. 


on the skin and mucous membranes, post-mortem studies 
have shown that specific lesions, less numerous than 
on the skin, may occur in internal organs. The virus 
shows a special preference for skin epithelium, although 
there is histological evidence of infection of endothelial 
cells of capillaries in the dermis and this presumably 
precedes the infection of the malpighian layer of the 
epidermis. By the time macules appear in the skin 
on the 3rd or 4th day of the disease there has been 
extensive multiplication of virus in the epithelial cells, 
and stained smears from scrapings of the papular lesions 
show very numerous virus particles. Histological 
examination of the skin from patients who die early 
confirms the impression obtained from examination of 
smears. There must be at this stage a tremendous 
amount of virus in the skin of the patient who is to 
develop a confluent rash. 

In the average case virus is not present on the surface 
of the skin at this stage owing to the impervious nature 
of its superficial layers. In the mucous membrane of the 
mouth and pharynx, however, there is no such covering, 
and, at the time macules are appearing in the skin, 
lesions in these mucous membranes are breaking down 
and discharging virus on the surface. It is from the 
expulsion of droplets containing this virus that the 
patient becomes infective about the 3rd day. The few 
attempts made to isolate virus from the throat before 
the 3rd day of illness by egg inoculation have been 
unsuccessful. Ricketts and Byles (1908, p. 59) state that 
‘*the disease is seldom infectious before the outcrop 
of the focal rash ’’ an opinion with which most clinicians 
and epidemiologists with experience of smallpox agree. 
If smallpox were, like influenza, always highly infectious 
from the onset, when clinical diagnosis is impossible, 
control of outbreaks by the isolation of cases and 
vaccination of contacts would be very difficult. 


DEVELOPMENT OF IMMUNITY 


The fall in temperature and improvement in the 
patient’s condition, which becomes evident as the skin 
eruption appears, suggest that immunity to the virus 
or its products develops about the 4th to 6th day of 
illness. This is supported by observations to be men- 
tioned presently. But antibody formation—an essential 
part of the immune response—which often occurs at 
this time does not, in most cases, prevent the progressive 
evolution of the skin eruptions through vesiculation 
and pustulation. By the time the vesicular stage is reached, 
or even earlier, probably all the epithelial cells of the 
skin which are to be infected already harbour virus ; 
and within the cells the virus is protected from the 
action of antibody. The subsequent development of 
pustulation is part of the inflammatory reaction to the 
necrosis of epithelial cells previously infected by virus. 
The secondary fever, when it occurs, is probably caused, 
as Ricketts suggests, by the absorption of toxic products 
of tissue breakdown, and is related to the extent of skin 
involved. 

I mentioned that there is other evidence of the develop- 
ment of immunity about the 5th day of disease. It 
was shown by Ricketts and Byles (1908), and subsequently 
confirmed by Marsden (1948), that a decreasing number 
of patients may be successfully vaccinated in the early 
days of illness and very few after the Ist or 2nd day of 
the focal eruption. Fig. 2 has been prepared from their 
data. It might be suggested that the failure of vaccina- 
tion was due to an interference effect—to a refractory 
state of the skin in consequence of previous infection 
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of this tissue with variola virus. It seems more likely 
to be due to the presence of specific antibody, which can 
be demonstrated in the blood after the first few days of 
It must be kept in mind that an immunity 
response by the antibody-forming tissues may take 
place a short time before excess antibody is demonstrable 
in the blood by laboratory methods. 

Antibody in serum may be estimated by various 
techniques—by complement-fixation, by tests for inhibi- 
tion of virus hemagglutinin, or by various types of 
neutralisation tests against variola or vaccinia virus. 
Only the third kind of test measures the power of serum 
to inhibit the infectivity of the virus, but the first two 
serve to indicate an antibody response to virus antigen. 

Collier et al. (1950) tested sera from 800 smallpox 
patients in Java for vacciuial antihemagglutinin. Their 
findings showed that this antibody was present in 
significant amount between the 2nd and 5th day of 
illness, increased up to the 9th day, and remained at a 
high level thereafter. Our own observations on a 
much smaller number of sera gave similar results 
(McCarthy and Downie, to be published). Estimation 
of antibody by complement-fixation gave results which 
paralleled those obtained by the test for antihzmag- 
glutinins. Estimation of neutralising antibody in our 
series was made by inoculating mixtures of sera and 
variola virus on the chorio-allantois. The extent of 
the reduction of the pock-count gave an estimate of the 
neutralising potency of the sera. Many of the patients 
whose sera we have examined had been previously 
vaccinated, most of them years before. In order to 
assess the significance of our results in smallpox cases, 
therefore, we have to take account of the duration of 
antibody response following vaccination. This is dis- 
cussed later; but in considering the possible pre- 
existing antibody in the smallpox cases who had been 
vaccinated, we can say that complement-fixing antibody, 
if present at all after vaccination, disappears within a 
few months and that antihemagglutinin is usually not 
to be found after one or two years. %,Neutralising 
antibody may be detectable for many years. 

In the sera from smallpox cases complement-fixing 
antibody and antihemagglutinin were present in high 
titre toward the end of the first week from the onset of 
illness. Neutralising antibody had also appeared or 
increased in amount at this time. We have made few 
observations on sera from toxic cases, but Collier et al. 
(1950) note that patients who die in the early eruptive 
stage show a poor antibody response as estimated by 
antihemagglutinin titrations. Some of their patients 
who died towards the end of the 2nd week or later showed 
a high antihemagglutinin titre. Such an occurrence 
is not unknown in other diseases where death may result 
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from the late effects of earlier damage to vital tissues 
or from secondary infection. 

The application of laboratory methods for the measure- 
ment of the immune response has served to confirm the 
views, based on clinical experience, of such authorities 
as Ricketts and Byles. It seems that the speed of the 
immune response determines the severity of the disease 
and that the outcome will be decided by what happens 
in the body in the first few days of illness. In persons 
(usually well protected by vaccination) who suffer from 
variola sine eruptione the rapid formation of antibody 
engendered by the stimulus of infection does not prevent 
the liberation of virus from cells where it has been 
multiplying during the incubation period. That viremia 
occurs in such cases is supported by the observation of 
Bancroft (1904). He mentions, without giving details, 
a pregnant woman who, after contact, had only a vague 
illness with some headache but later gave birth to a 
baby who developed a typical smallpox eruption 2 days 
after birth. In these sine eruptione cases antibody 
probably combines with the liberated virus and prevents 
infection of the skin epithelium. If the response is less 
effective some of the virus exposed to antibody in the 
blood-stream early in the disease may be neutralised, 
thus diminishing the number of focal lesions; or the 
antibody may prevent progressive infection of skin 
epithelium before the eruption becomes clinically 
apparent, thus preventing the full development of the 
skin lesions and so leading to modification of the rash. 


PERSISTENCE OF ANTIBODY 


As second attacks of smallpox are uncommon it 
seems likely that antibody might be demonstrable 
years after recovery as in certain other diseases. We 
have made observations on sera from a number of 
persons who had suffered from smallpox 1-8 years 
previously, most of them during the 1946 outbreak 
on Merseyside. In these sera complement-fixing anti- 
body was no longer detectable and the titre of anti- 
hemagglutinins was low, but all the sera showed a 
high level of neutralising antibody. It is apparent 
therefore that while the two in-vitro tests reveal the early 
antibody response during the clinica] illness in persons 
not recently vaccinated, the antibody demonstrated is 
not that which is most likely to be associated with 
specific resistance to infection. The power of a serum 
to prevent infection of susceptible tissue by variola 
virus is probably a more useful indication of an 
individual’s resistance to the disease. 

Using the same techniques we have examined the 
sera from persons at different periods after vaccination 
or revaccination, Antibody was not found before the 
10th day after primary vaccination, but by the 13th 
day it was demonstrable by all three methods. In 
smallpox, antibodies are not usually detectable before 
the 3rd day of illness—i.e., about 15 days from the time 
of infection. It has always been believed that the 
immunity response following vaccination was more 
rapid than that following infection in smallpox patients, 
and that the protection, usually though not invariably, 
afforded by vaccination at the time of contact could 
thus be explained. The results of serological tests are 
in keeping with this belief. The maximum titre was 
reached 3-4 weeks after primary vaccination but did 
not usually attain the levels reached by the smallpox 
convalescent sera. A year after vaccination comple- 
ment-fixing antibody and antihemagglutinin were not 
usually to be found, but in some subjects, vaccinated 
many years before, neutralising antibody to variola 
virus was still present. As might be expected, the 
amount and persistence of antibody varied in different 
individuals. It is well known that smallpox often 
attacks persons who have been successfully vaccinated 
years before, although the disease - frequently mild. 


In such persons antibody may be absent from the 
blood or present only in low concentration ; but we had 
details supplied by Dr. W. H. Bradley of a nurse vacci- 
nated 2 years before who suffered from a very mild attack 
of smallpox and in- whose serum, taken immediately 
before she was infected, we found a considerable titre 
of neutralising antibody for variola virus. It is possible 
that antibody in the blood deteriorates in quality as 
well as in quantity with the passage of time. 

As variola virus may be exposed to the action of 
antibody for only short periods between release from 
one cell and entry into another, it may be that only 
antibody of high avidity can effectively protect a person 
from infection of a degree that would become clinically 
apparent. We have recently tried modifications of our 
technique in an attempt to measure avidity of sera— 
i.e., speed of combination with virus. So far our results 
have not been very conclusive. 


SUMMARY 

It is still not possible to give a factual account of 
the course of events which follows human infection 
with the virus of smallpox. Nevertheless the outline 
of the story seems fairly clear, and, if much detail has 
to be filled in by speculation, this is inevitable in our 
present state of knowledge. As I see it, the following 
summary seems reasonable, although in parts it lacks 
supporting evidence. 

The site of entry of the virus to the tissues is in the 
upper respiratory tract. At most only a minimal or 
closed lesion occurs in the mucous membrane and the 
virus quickly passes to lymphatic glands and by blood- 
stream to internal organs. Progressive infection of 
cells in these organs, with increase in virus, takes place 
during the incubation period. Towards the end of this 
period, or at the onset of illness, there is an overflow of 
virus into the blood-stream, and liberation of the pro- 
ducts of cell breakdown.’ The skin and other tissues 
are infected with virus at this time, and in most cases 
the immune response with the formation of antibody 
follows a few days later. The speed and extent of the 
antibody formation determines the extent of the rash 
and the severity of the disease. The maturation of the 
eruption proceeds after the antibody has appeared and 
is secondary to the destruction of cells infected in the 
first few days of illness. Patients who die in the later 
pustular stage of the eruption may have a high titre of 
antibody in their sera; in such patients death is due to 
the late effects of earlier virus activity or to some 
complicating disability or infection. Antibody persists 
at a high level for some years after smallpox. After 
vaccination neutralising antibody may be detectable 
for many years, but is not usually present in as high a 
concentration as after smallpox and it varies consider- 
ably in different individuals. The quality as well as the 
quantity of antibody in the blood may be of importance 
in determining relative immunity to smallpox infection. 
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TuHE level of prothrombin in the blood of healthy 
infants is low from about twelve hours after birth to 
the end of the fifth day of life, and the blood-coagulation 
time is relatively prolonged during this period (Waddell 
and Guerry 1939, Dam et al. 1939, Nygaard 1939, 
Quick and Grossman 1940). Unusually low prothrombin 
levels are often, but not invariably, found in infants with 
hemorrhagic disease of the newborn. Equally low levels 
however, may occur without any bleeding. 


The discovery by Dam (1934) of vitamin K in alfalfa 
and certain liver fats and his demonstration that it is 
essential to the formation of plasma prothrombin (Dam 
1934, Dam et al. 1936), were followed in 1939 by Waddell 
and Guerry’s work which suggested that the administra- 
tion of vitamin K to the newborn infant immediately 
after birth prevents the development of the usual 
hypoprothrombinemia and prolongation of clotting- 
time, or, if given later, when these changes have already 
taken place, ensures a rapid return to normal. 

Vitamin K has therefore been widely used during the 
past ten years in the treatment of neonatal bleeding, 
but the results obtained to date suggest that its value in 
controlling bleeding is limited, and that blood-transfusion 
is still essential in severe cases. The efficiency of the 
vitamin in preventing hemorrhagic disease when it is 
given to the infant immediately after birth is also 
doubtful. Lehmann (1944) reported on 13,250 babies 
to whom vitamin K had been given within an hour 
of birth, and compared the incidence of hemorrhage 
in them and in 17,740 babies who had not received 
vitamin K. His results, in the opinion of THe LANCET 
(1944), did ‘‘not show conclusive evidence of the 
prophylactic value of vitamin K.” 

Several workers have given vitamin K to pregnant 
mothers shortly before delivery, and have observed 
the effect on the prothrombin level and blood coagulation- 
time of the infants during the first week of life. Some 
also noted the incidence of bleeding in these infants. 


MacPherson et al. (1940) gave vitamin K by mouth to 
31 mothers before delivery, and reported an effect on the 
infants’ prothrombin level similar to that obtained by giving 
vitamin K to the infant after birth. 

Bohlender et al. (1941) obtained the same result in the 
infants of 50 mothers to whom they gave intravenous 
vitamin K before delivery. 

Beck et al. (1941) found that the administration of vitamin K 
to 1022 mothers in labour eliminated the neonatal fall in 
prothrombin level in their infants; they also noted that the 
blood clotting-time approached that of normal adults. In 
addition they remarked that only 5 out of the 1022 infants 
of mothers who had received vitamin K ante partum ‘“‘ showed 
hemorrhage,’ whereas in 21 of 1037 controls hemorrhage 
of some sort took place. 

A series of 1693 infants of mothers to whom vitamin K 
had been given before delivery was reported by Sanford et al. 
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(1942). They too observed the raised prothrombin levels in 
the infants, but concluded that the frequency of hemor- 
rhagic manifestations in their series was unaffected by vita- 
min K. Since the incidence of hemorrhagic disease of the new- 
born probably varies from | in 200 to 1 in 1000 infants, such 
a conclusion from only 1693 cases was probably unjustified. 

The dose of vitamin K differed in each of these series, 
MacPherson et al. (1940) concluding that 50 mg. was the 
best dose by mouth, and Bohlender et al. (1941) injecting 
1 mg. intravenously. The time of administration before 
delivery also varied, MacPherson et al. (1940) con- 
sidering 4-12 hours to be the best time, Bohlender et al. 
(1941) finding that all their injections from 5 minutes to 
23 hours 15 minutes before delivery were successful in 
raising the infants’ blood-prothrombin level. 

Poncher, in 1942, expressed his views as follows : 

“* So far as the effect on the prothrombin time is concerned, 
it can be definitely stated that if oral preparations are given 
to a normal pregnant woman twenty-four to twelve hours 
before she goes into labor, or if vitamin K is administered daily 
before delivery, the prothrombin time of the infant will be 
norma] and there will be no untoward effect on the mother. 
Water-soluble preparations given parenterally will be effective 
in prophylaxis when given as late as one hour before delivery, 
although it is desirable to have a longer interval to obtain the 
maximum effect. The dosage recommended is 2 mg. daily of 
the oral preparations and a single dose of 2 mg. of the water- 
soluble parenteral preparations at least from six to four hours 
before delivery. There would seem to be little advantage in 
giving oral prophylactic therapy more than a week before 
labor as there is no evidence for a cumulative effect. In fact, 
a single oral dose of 5 mg. at the start of the first labor pain 
may be practical in most cases. If a woman goes into labor 
without adequate prophylaxis, a single dose of a parenteral 
preparation can usually be given in a sufficient time ‘te be 
effective before she delivers.” 

In -1944, THe Lancet published a leading article 
reviewing the information available at that time which 
summed up by saying: ‘It is probably advisable to 
give menaphthone either to every mother at or just 
before the beginning of labour or to every newborn 
child as a prophylactic against hemorrhagic disease.” 


INVESTIGATION 


The clinical experiment reported here was planned to 
assess the practicability of giving vitamin K to mothers in 
large busy maternity units and its efficacy in preventing 
hemorrhagic disease of the newborn. The units partici- 
pating were the five largest maternity units in Liverpool: 
the Liverpool Maternity Hospital, the Mill Road Mater- 
nity Unit, and the maternity units of the Broadgreen, 
Sefton General, and Walton Hospitals, comprising 544 
maternity beds and about 12,550 deliveries a year. 

Our intention was to administer a vitamin-K analogue 
during labour to some 10,000 mothers and to set aside 
10,000 controls during this period to whom no vitamin 
was given, the general care and treatment of the two 
groups being otherwise identical. The dose decided on 
was 50 mg. given by intramuscular injection. We aimed 
at giving vitamin K between four and twelve hours 
before delivery. The mothers were placed in the experi- 
mental or control series by the simplest practical method 
of allocating the deliveries in alternate weeks to the 
experimental series. The numbers involved and the 
limited laboratory facilities available precluded the esti- 
mation of blood-prothrombin levels or coagulation-time. 

As the experiment proceeded, it became clear that 
many mothers in the ‘‘ experimental ’’ weeks were not 
receiving vitamin K before delivery, such causes as 
precipitate labour before or soon after admission being 
mainly responsible. In addition, many mothers’ labours 
were shorter or longer than had been anticipated, with 
the result that vitamin K was administered less than 
four or more than twelve hours before delivery. The 
findings at the end of two years’ experiment have there- 
fore been reviewed, and our report concerns 4602 mothers 
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who received vitamin K under the conditions specified, 
and 12,136 “ controls’? to whom no vitamin K was 
administered. 

RESULTS 


Hematemesis and/or melena occurred in 34 infants. 
Of these, 11 were born to mothers who had received 
vitamin K before delivery. The clinical details of the 
34 cases are summarised in tables 1 and 1. The difficulty 
of confirming the diagnosis of hzmorrhagic disease is 
well known. Infants not infrequently vomit blood 
which has been swallowed at birth, and this is especially 
likely to happen when the mother has had an antepartum 
hemorrhage. In all our cases the pediatrician seeing the 
case at the time bleeding occurred formed the opinion 
that hemorrhagic disease was the most likely diagnosis. 
The occurrence of bleeding other than from the stomach 
or the bowel has not been recorded in this analysis, 
owing to the difficulty of excluding other causes of such 
hemorrhages; nor has intracranial hemorrhage been 
considered, for the experimental and control series are 
not strictly comparable. 

Hemorrhagic disease of the newborn occurred therefore 
in 11 out of 4602 infants whose mothers had received 
vitamin K before delivery—i.e., in 1 in every 418 cases 
—and in 23 of 12,136 infants whose mothers had not 
been given vitamin K—.e., in 1 in every 527 cases. 


TABLE I—-HAMORRHAGIO DISEASE IN INFANTS WHOSE MOTHERS 
HAD NOT RECEIVED VITAMIN K 


| 
and Birth 
Case| year | weight |. Delivery | Clinical details 
no. 
birth | lb. oz. 
1 | 10/49) 6 12 | Vertex Bright red blood in stool 
| on 3rd day 
2 | 3/49) 8 0 | Vertex Severe melwna 53 hr. 
| after birth 
3 5/49 | 6 8 | Concealed Melewna on Ist and 2nd 
A.P.H.;  ver- days 
tex; forceps 
4 | 2/50) 7 4 | Vertex Small hematemesis on 
| 3rd day 
5 | 9/48] 5 14 | Cesarean section | Recurrent severe hema- 
for eclampsia temesis starting 53 hr. 
; | after birth 
6 (| 11/48!6 13 | Vertex on 2nd 
ay 
7 4/49 | 7 0O| Vertex Meleona on 3rd and 4th 
ays 
8 | 12/481 5 9 | Vertex Fairly severe melzna on 
| Ist, 2nd, 3rd, and 4th 
| days 
9 | 9/48] 7 7 | Vertex and for- | Melena and _ hema- 
| ceps temesis on 7th day 
10 | 2/49; 8 11! Vertex on 2nd and 3rd 
| | H ays 
11 | 10/48 6 12 Vertex; retro- | Hematemesis and mel- 
| placental clot on 4th day 
12 | 6/48! 7 2 Cwsarean section Meleona on 5th and 6th 
ays 
13 12/48 | 7 9 | Cesarean section | Meleena on Ist, 2nd, and 
} | 3rd days, and hema- 
| | temesis on 2nd day 
14 | 1/48 | 6 9 Vertex and for- | Hematemesis on 4th 
day 
15 | 12/49 4 6 | Cesarean section | Heematemesis and mel- 
} gena for 24 hr., start- 
| ing on 2nd day 
16 1/50 | 6 14 | Cesarean section | Melena and epistaxis on 
| 2nd day 
17 | 5/50 | 6 2 | Vertex Heematemesis on 3rd 
| day ; meleena on 2nd, 
| | 3rd, 4th, and 5th 
| days ; vaginal bleed- 
| \ | ing on 6th day 
18 | 7/49; 7 10 | Breech with for- | Hematuria at 12 hr. ; 
cepstohead | heematemesis on 2nd 
| | | day; died on 3rd 
| | day; necropsy con- 
| | firmed diagnosis 
19 9/48 | 7 4 | Vertex and for- | Meleena on 2nd and 3rd 
ceps i days 
20 1/49| 5 13] Vertex Hematemesis on 2nd 
ay 
21 | 6/49'6 0 | Twin breech | Meleena on 3rd, 4th, and 
5th days 
22 5/49, 4 10 | Vertex | Hematemesis on 2nd 
| | day ; melena on 3rd 
| | day 
23) | 7/48) 7 6 | Mid-forceps for | Meleena on 2nd day 
disproportion 


TABLE Il—-HAMORRHAGIC DISEASE IN INFANTS WHOSE MOTHERS 
HAD RECEIWED VITAMIN K 


Month Time 
and | Birth of vita- 
Case} year | weight | Delivery | min K Clinical details 
no. of before 
birth | lb. oz. delivery 
10/49 | 5 10 | Vertex;| 8 hr. | Melena on Ist day 
| @eci- | 20 min. | 
| | dental 
| 
2 | 12/48| 6 12 Vertex’ | 4 hr. | Bright red blood seen in 
5 min. two stools on 2nd day 
3 | 4/50| 4 7) Vertex 8 hr. Melena from 3rd 
and 7th day ; concurrent 
| for- umbilical sepsis, and 
septicaemia 
4 | 7/48 | 5 13 | Vertex 1 hr. | 10 melena stools, start- 
10 min. ing 9 hr. after birth 
5 | 9/48) 8 13 | Vertex 2'/, hr. | Meleona on Ist and 2nd 
} 
6 | 9/48! 5 13 | Vertex | hr. | Hematemesis and mel- 
on Ist day 
7 | 9/48) 3 3) Vertex 2 hr. Heematemesis and mel- 
| sena on 3rd da 
8 | 8/48; 8 11] Vertex 48 hr. Melzena on 2nd day 
9 |11/48| 4 9 | Vertex; | 15 min. | Melena from Ist to 5th 
| A.P.H. day 
10 | 8/49; 5 1 | Vertex; | , 48 hr. Meleena on 5th day 
A.P.H 
il | 5/49| 6 1 | Vertex 30 min. | Two small vomits of 
' altered blood 24 hr. 
| after birth 
DISCUSSION 


In view of the great variability of the incidence of 
hemorrhagic disease in previous reports this difference 
is not considered to be significant, but it is quite clear 
that in this series the administration of vitamin K to 
mothers in labour did not prevent hemorrhagic disease. 

Poncher (1942) wrote: ‘‘ Vitamin K and its analogues 
are effective in prevention and treatment of all hypo- 
prothrombinemic states encountered in the newborn 
period which are not due to extensive liver damage ; 
restoration of prothrombin levels to normal invariably 
follows administration of adequate doses of vitamin K 
(if it is given by routes which will facilitate absorption), 
and cessation of bleeding follows if deficiency of pro- 
thrombin is the causative factor in the hemorrhage.” 
If his opinion is accepted, it seems either that the 
administration of vitamin K did not prevent the fall 
of blood-prothrombin level in the infants in this series, 
or that the bleeding was due to some cause other than 
prothrombin deficiency. 


~ 


CONCLUSIONS 


Vitamin K given to pregnant women before delivery 
does not always prevent hemorrhagic disease of the 
newborn. Its administration involves additional expense, 
and increases the demands on the already over-taxed 
nurses of maternity units. It should therefore not become 
part of routine treatment during labour in these units. 
Opinions will vary about the advisability of its administra- 
tion to mothers in labour, or to their infants soon after 
birth, when there is an increased risk of neonatal bleeding 
—i.e., in maternal toxemia, premature labour, difficult 
or instrumental delivery, injury, asphyxia, and rhesus 
incompatibility. 

SUMMARY 


Vitamin K was administered to 4602 pregnant women . 


before delivery. There were 12,131 controls. Hmor- 
rhagic disease was observed in 11 of the newborn infants 
of the vitamin K group (1 in 418) and in 23 of the 
controls (1 in 527). 

It is concluded that vitamin K had no effect on the 
incidence of hemorrhagic disease in this series. 

We wish to thank Prof. N. B. Capon for his guidance in 
planning this investigation; the obstetricians for their 
coéperation in allowing us to treat their patients; our 
pediatric registrars for the detailed supervision and recording 
of the experiment ; and the nurses for cheerfully undertaking 


a 
sp 
— - — su 
Be 
Be 
De 
Le 
Le 
M 
N 
: 
0 


THE LANCET] 


the additional duties involved. Messrs. Roche Donets Ltd. 
specially prepared the 50 mg. ampoules of ‘ Synkavit’ and 
supplied them at reduced cost. 
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THE TREATMENT OF GENERALISED 
STAPHYLOCOCCAL INFECTIONS 
A. Metvin Ramsay 

M.A., M.D. Aberd. M.B. Lond. 


ASSISTANT PHYSICIAN SENIOR REGISTRAR 
INFECTIOUS DISEASES UNIT, ROYAL FREE HOSPITAL, LONDON 


J. VAHRMAN 


EXPERIENCE in a puerperal sepsis unit has shown 
that, while hemolytic streptococcal infections have 
become mild and yield readily to penicillin therapy, 
generalised staphylococcal infections still present many 
of the same problems as in the pre-penicillin period. 
We review here our experience of these infections in 
three periods—(1) pre-penicillin, (2) early penicillin, 
and (3) late penicillin—in the hope of throwing light 
on the value of penicillin therapy, the best conditions 
for its use, and the limitations which may necessitate the 
trial of other antibiotics. 


PRE-PENICILLIN PERIOD 

Between January, 1937, and December, 1943, 23 
patients with generalised infection due to Staphylococcus 
pyogenes were treated in the unit. Of these, 18 followed 
abortion and 5 fall -term delivery. The 18 cases in the 
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post- aberteas. group » constituted 36:8% of all cases in 
that group in which Staph. pyogenes was isolated on 
cervical culture. Thus the organism exhibits an invasive 
power far exceeding that of any other organism in 


puerperal infection; the corresponding figure for the 


hewolytic streptococcus over the same period was 
11%. Of the 23 cases 10 proved fatal, a rate of 43-4%, 
which is lower than that of blood-stream infections due 
to the hemolytic or anaerobic streptococcus in that 
period. Chronic invalidity associated with infective 
foci on heart valves, in lung, and in joints was common. 
Treatment with sulphonamides and _ staphylococcal 
antitoxin seemed to have little effect on the course of the 


Clinically, although all cases gave repeatedly positive 
blood-cultures, the type of infection varied from the 
acutely fulminant to the subacute or chronic form which 
often subsided after the formation and evacuation of 
a single abscess. Intermediate between these two 
extremes were the patients with widespread lesions, 
some of whom died after thirty to seventy days, while 
others recovered after a protracted course, often with 
residual lesions such as damaged heart valves, healed 
lung abscesses, and chronic arthritic changes. 


EARLY PENICILLIN PERIOD 

Between December, 1943, and April, 1946, 8 cases 
were treated with small dosage of penicillin (i.e., about 
15,000 units three-hourly or four-hourly); 2 were 
fulminant and proved fatal. Of the 6 patients who 
recovered, only 2 showéd good response to this dosage 
of penicillin. Our early experience of penicillin in these 
generalised staphylococcal infections showed that. (1) 
small dosage of penicillin, though sufficient to sterilise 
the blood-stream even in the heaviest infections, did 
not necessarily arrest the disease ; and (2) early cessation 
of penicillin therapy favoured relapse. 

The first point is illustrated by the following case : 


Case 23 (see table 1 and fig. 1) was admitted on the twelfth 
day of disease and had bacterial counts of 3600 and 4820 
organisms per ml. in the cultures made from blood taken on 
the first two days in hospital. A course of penicillin 705,000 
units in twelve days was followed by sterile cultures on the 


TABLE I—PRE-PENICILLIN PERIOD 


Post Duration No. of Highest, 
Case | abortum | Grade of of illness Cervical| positive | bacterial Result Notes 
no. or severity* (days) culture blood- count e 
cultures | (per ml.) 
1 P.A F + 1 Died < M. pancarditis, pulmonary and renal abscesses 
2 P.A. P 33 | + 1 Died er paren tis, pulmonary and muscle 
3 P.A P 28 - 3 194 Died P. u: pulmonary embolism, pulmonary, renal, 
and abscesses 
4 P.A, P 86 +70 cee 1 Recovered | Skin, muscle, and breast abscesses, left 
| empyema, purulent arthritis of rt. ” knee. 
} | Transferred to general hospital, developed 
| infection of a vertebra 
5 P.A. M 33 | 1 s Recovered 
6 P.A. M 27 | - 1 8 Recovered | Inflammatory mass rt. t. pelvis 
7 P.P. P 45 2 a Recovered | mina a breasts, treated by 
} cision 
8 P.A. F 4 + 1 Died P.M. pulmonary, renal, and cerebellar abscesses 
9 P.P. P 83 + 1 Recovered | Renal abscesses 
10 P.P. P 59 + 1 Recovered | Pelvic peritonitis, bilateral femoral thrombosis, 
t long stay in hospital 
pif P.A M 33 + 1 Recovered 
12 P.P. P 27 - 2 ny Died P.M. muscle, pulmonary, and renal abscesses 
13 P.A F 11 + 1 28 Died P.M. cardiac, renal, and splenic abscesses 
14 P.A. P 45 + 1 “% Died P.M. pulmonary abscesses, parametritis 
15 P.A P 67 +24 + 7 75 Died Skin, breast, and cerebral abscesses. Trans- 
ferred to general hospital for investigation of 
suspected spinal compression, died 1 month 
} later, no necropsy report available 
16 P.P. F 9 + 1 95 | Died | P. p< left empyema and pulmonary and pelvic 
abscesses 
17 P.A ¥F 1l 4 1 66 Died P.M. pulmonary and pelvic abscesses 
18 P.A P 169 - | 1 ws Recovered | Skin and renal a’ ses, suppurative arthritis 
| of knee joint, and empyema thoracis 
19 P.A. M 39 + 1 i Recovered ri 
20 R.A. P 44 { + 3 20 Recovered | Abscess rt. arm 3 
22 P.A. P 135 + 1 ats Recovered | Muscle abscesses 
24 P.P. P 47 + 1 230 | Recovered | Skin abscess 
27 PA P| 105 + 1 40 | Recovered | Pulmonary and renal abscesses 


* ¥, fulminant ; P, pyemic ; M, mild. 
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first, second, fourth, and eighth days of its administration ; 
but the patient died after fourteen days, and necropsy showed 
vegetations on the heart valves, and cerebral hemorrhages 
from embolic lesions in the pons and medulla. 


The second point is illustrated by cases 21 and 28. 


Case 21 (see table 1 and fig. 2), aged 29, was admitted 
two days after a three-month abortion, having been pyrexial 
for twenty-four hours. The day 
after admission the uterus was 
PENICILLIN evacuated because of hemorr- 


~ '20,000F hage. Ten days later the patient 
80,000+ developed staphylococcal septi- 
S 40,000} cemia. The blood-culture was 


positive on six occasions; and, 


BESS despite treatment with 100 g. of 
So sulphapyridine and sulphathia- 
BLoop-| + - zole, the bacterial count rose 
CULTURE| + - ~ from 75 to 703 organisms per 


ml. By this time a systolic bruit 
had developed in the pulmon- 
ary area. The patient was next 
given a course of 790,000 units 
of penicillin in seven days; 
pyrexia subsided and two con- 
secutive blood - cultures were 
sterile. Three days after peni- 
cillin had been stopped the 
pyrexia recurred and _ blood- 


tit it tii sis 


12 1S 18 21 24 27 Culture produced Staph. aureus 


167 organisms per ml. After a 
Fig course of £70,000 unite of peni- 
with mitral stenosis with cillin pyrexia ja ir subsided 
recent vegetations, subdural and three consecutive blood- 
hemorrhage, septic splenic cultures proved sterile. After 
infarcts, and chronicnephritis two weeks a second relapse 
(case 23, table I1). occurred with two positive 
blood-cultures and a count of 
187 organisms per ml. A third course of 375,000 units of 
penicillin was given and this finally controlled the septicemia, 
seven consecutive sterile blood-cultures being obtained. 
Owing to the development of endocarditis convalescence 
was protracted and the patient was finally discharged 
from hospital after a stay of one hundred and ninety-one 
days. 


Case 28 (see table 1), aged 23, became pyrexial eight days 
after an abortion and was admitted to a general hospital. 
Staph. aureus was grown both from the vaginal swab 
and on blood-culture. Arthritis of the right wrist and 
knee developed, and radiography of the chest showed 
patchy consolidation of the right middle and lower zones. 
The patient was treated with penicillin 700,000 units and 
sulphathiazole 28 g. in five dgys and transferred to the unit 
twelve days after the commencement of her illness. As in the 
previous case, a succession of small courses of penicillin did 
not arrest the disease, and syccessive blood-cultures gave 
bacterial counts of 580, 1200, and 2800 organisms per ml. 
Improvement finally took place after a course of penicillin 


1,875,000 units in fourteen days. This was maintained for two 
weeks, when a further relapse necessitated a course of peni- 
cillin 1,540,000 units in seventeen days. Staph. aureus was 
isolated from the sputum on 47 occasions in sixty-nine days 
and was penicillin-sensitive throughout. Septiceemia in this 
case resulted from the constant reinfection of the blood from 
multiple lung foci. The patient was finally discharged from 
hospital after a stay of one hundred and ninety-eight days. 


As a result of these and similar cases in this period 
it was felt that more intensive and prolonged dosage of 
penicillin was required from the outset in this type of 
case. 

LATE PENICILLIN PERIOD 


At the beginning of this period 5 cases were treated 
with penicillin 500,000 units three-hourly from the time 
the diagnosis was made. This had the effect of imme- 
diately arresting embolic spread and shortened con- 
siderably the stay in hospital. Cases 34 and 36 had 
penicillin-resistant strains of organism. 


Case 34 (table 111), aged 35, was admitted on the thirty-fifth 
day of illness with low-grade septicemia and much enlarged 
liver and spleen. A highly resistant strain of Staph. aureus 
sensitive to 6°25 units of penicillin per ml. was isolated from 
the blood on seven consecutive days; the highest bacterial 
count was 10 organisms per ml. Clinical improvement did 
not take place until the dose of penicillin was raised to 500,000 
units three-hourly. 


Case 36 (table 111), aged 18, became infected after cesarean 
section performed at the twenty-eighth week of pregnancy 
because of toxemia. The patient became pyrexial from the 
day of operation. She was given a course of penicillin in 
gradually increasing doses over eleven days. Within twenty- 
four hours of the end of the course an embolic mid-tarsal 
arthritis developed. The patient was next transferred to the 
unit, and penicillin therapy was started again in doses of 
500,000 units three-hourly for four days and thereafter in 
reduced dosage for nine days. A total of 29 mega-units was 
given. Pyrexia subsided within twenty-four hours of the 
commencement of treatment, and the affected joint did not 
suppurate. 


Case 32 (table 11), aged 33, comparable to case 28 above, 
had bilateral purulent pleural effusions, and 35 colonies of 
penicillin-sensitive Staph. aureus per ml. were found in the 
blood. There were multiple skin emboli and red cells in the 
urine. The patient was given 4 mega-units of penicillin daily 
for eleven days and thereafter 2 mega-units daily for fourteen 
days. She was discharged after sixty-one days in hospital. 


Case 33 (table m1 and fig. 3), aged 30, with peritonitis and 
pulmonary abscesses, responded satisfactorily to penicillin 
500,000 units three-hourly for nine days. The dose was then 
reduced too rapidly, and the patient developed an infection 
in the right sternoclavicular joint. Penicillin 500,000 units 
six-hourly was given for nineteen days before activity in 


TABLE II—EARLY PENICILLIN PERIOD 


| 
Case | abortum | Grade of | tion o positive | bacter “3 
no. | or post | severity culture count pentotlin Result Notes 
w 
partum | (days) jcultures | (per ml.)| penicitin | 
21 P.A. Pp | 191 + | 9 | 703 2,035,000 | Recovered | Endocarditis and muscle 
abscesses 
23 ae Pp >| ent 2 4820 705,000 | Died P.M. endocarditis, renal and 
| | splenic abscesses, and cerebral 
| | | heemorrhages 
25 PA r 6 + } 2 | 2000 | 45,000 | Died | P.M. endocarditis, pulmonary, 
| } | | renal, and splenic abscesses 
26 P.A P | 103 + | 2°44 Sensitive | 1,005,000 | Recovered |, Bilateral empyema _thoracis, 
} pulmonary, renal, and skin 
| | abscesses 
2 | Pa. P 210 + | 12 | 2800 | Sensitive | 5,475,000 | Recovered | Pulmonary abscesses, sup- 
| | —e arthritis knee 
oin 
29 | PP Pp | 49 va 2 1¢ | 930,000 | Recovered | Pulmonary abscesses, aseptic 
| | a rt. wrist and It. 
nee “ 
30 | P.A P 38+ + | 3 280 | | 2,560,000 Recovered Osteomyelitis rt. femur and 
| skin emboli. Trans- 
ferred to general hospital 
unknown) 
31 ra | | 1 1,660,000 | Recovered | Pulmonary abscesses 
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TABLE III—LATE PENICILLIN PERIOD 


case | abortum | Grade of | of | Cervical | positive | bamtorial 

abortum rade 0; on oO} positive | bacter o 

no. | or post | severity | illness | culture | blood- | count organism penicillin | Result Notes 

partum (days) cultures | (per ml.) penicillin (units) 

32 P.A. P 62 + 2 35 Sensitive ' 85,900,000| Recovered | Bilateral empyema _ thoracis, 
renal, and skin 

| : scesses 

33 P.A. P 76 + 1 500 Sensitive | 83,350,000, Recovered Péritonitis, pulmonary 
abscesses. Generalised tender- 

» ness of muscles on admission, 
rt. sternoclavicular arthritis. 
but no abscess formation 
followed 

34 P.A. M 47 + 7 10 36,850,000 | Recovered 

units/ml. 

35 P.A. P 59 + 24,920,000 | Recovered | Peritonitis, pulmonary 
abscesses. ong illness ; 
treated with penicillin in 
general hospital before 
transfer 

36 P.P. P 70+61 + 1 Resistant | 39,600,000 | Recovered rean section: wound 

strain infected, mid-tarsal arthritis 
and renal infection 

37 P.Ae F 8 + 5 21 Sensitive | 14,000,000} Died P.M. pulmonary, renal, and 

, to 0-6 cerebral abscesses 
units/ml 
on admis- 
sion: 3 | 
days i 
later 
units/ml. 

38 P.A. P 27 + 2 Sensitive | 25,250,000} Died P.M. endocarditis, cerebra 

abscesses, renal necrosis 


the joint completely subsided. The organism was penicillin- 
sensitive. 

It was felt that massive dosage of penicillin from 
the earliest possible moment, and avoidance of the 
temptation to withhold penicillin merely because pyrexia 
had subsided, might provide the key to treatment of both 
the resistant strain of organism and the latent and 
inaccessible focus of infection. Recent experience, 
however, suggests that penicillin may not be the final 
answer to the problem of generalised staphylococcal 
infection. Two cases illustrate well the difficulties still 
encountered. 


Case 37 (table m1) aged 28, was admitted eleven days 
after an abortion. A year previously the patient had had 
a nephrectomy for hydronephrosis ; 
this was complicated by empyema, 


> 


transfusion was given. Next day the patient became comatose 
and died in six hours. 

Blood-cultures were positive on five occasions in five days, 
and the. bacterial count did not exceed 21 organisms perwnl, 
The organism obtained from the blood and the nephrectomy 
wound were of the same phage type. When first obtained from 
the blood the organism was sensitive to penicillin 0°6 unit 
per ml. The organism obtained from the blood the day before 
the patient died was sensitive to penicillin 20 units per ml. 

Necropsy showed purulent fluid in the lateral ventricles and 
an area of softening in the pons. The left lung was adherent 
to the chest wall; there were two septic infarcts, one in 
the upper and the other in the lower lobe of the left lung. 
The heart valves were healthy but the muscle showed toxic 
changes. There was a small amount of renal tissue left 
associated with chronic inflammation. A sinus extended 


for which penicillin was administered 
before the empyema was drained. 
There had been intermittent discharge 
from the nephrectomy wound since 
the operation. 

On admission the patient was 
shocked and pale. The hemoglobin 


was 30%. Two pints of blood was = 160,000+ 
given, and under general anesthesia 120,000} 
a large mass of putrefying placenta 80,000} 
was removed. 40,000- 
Progress.—Next day the patient * AF 
was still pyrexial; the hemoglobin we 
had risen to 42%, the venous pressure O§ 
was raised, and the liver was palpable S& 
3 in. below the costal margin. The ee 3 
blood-pressure was 95/40. Next day CULTURE 


a systolic murmur was heard at the oo) ae 
pulmonary base. The patient had F 104 
neck rigidity and a positive Kernig 
sign. The cerebrospinal fluid (c.s.¥.) 103 
contained 1660 cells per c.mm. (poly- 102 
morphs 98%) and total protein 60 mg. 101 
per 100 ml. The nephrectomy sinus 100 
was discharging. 


TEMPERATURE 


SULPHAPYRIDINE & 
4 SULPHATHIAZOLE 
TOTAL 100g.(30g.1V.) 


TOTAL 
2,035,000 units 


LL 


Treatment was begun with peni- 99} 
cillin 500,000 units three-hourly. 98} 
After a loading dose of 4 g., ‘ Sulpha- 97 
triad ’ was given in doses of 1 g. three- perrsrrtinrssatsrissrtasirtstossrsstssrssrtsssristssssistsissssrtstsses 
hourly. The treatment was con- 26 2 9 16 23 30 6 13 20 27 3 
tinued until JANUARY FEBRUARY MAR. 


death but did not DEC. 
sterilise the blood-stream. A further ‘ 


Fig. 2.—Staph. aureus septicemia with infective endocaraitis (case 2!, table If). 
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first, second, fourth, and eighth days of its administration ; 
but the patient died after fourteen days, and necropsy showed 
vegetations on the heart valves, and cerebral hemorrhages 
from embolic lesions in the pons and medulla. 


The second point is illustrated by cases 21 and 28. 


Case 21 (see table m and fig. 2), aged 29, was admitted 
two days after a three-month abortion, having been pyrexial 
for twenty-four hours. The day 
after admission the uterus was 


PENICILLIN evacuated because of hemorr- 
~ !20,000F TOTAL hage. Ten days later the patient 
80,000} developed staphylococcal septi- 
§ 40,000} cemia. The blood-culture was 

r¢ positive on six occasions; and, 
BEI despite treatment with 100 g. of 

sulphapyridine and sulphathia- 
BLOOD- zole, the bacterial count rose 
CULTURE| + — from 75 to 703 organisms per 
ml. By this time a systolic bruit 

F 103 had developed in the pulmon- 


ary area. The patient was next 
given a course of 790,000 units 
of penicillin in seven days; 
pyrexia subsided and two con- 
secutive blood -cultures were 
sterile. Three days after peni- 
cillin had been stopped the 
pyrexia recurred and _ blood- 
culture produced Staph. aureus 
167 organisms per ml. After a 
course of 870,000 units of peni- 
cillin pyrexia again subsided 
and three consecutive blood- 
infarcts, and chronicnephritis two weeks a second relapse 
(case 23, table II). occurred with two positive 
blood-cultures and a count of 
187 organisms per ml. A third course of 375,000 units of 
penicillin was given and this finally controlled the septicemia, 
seven consecutive sterile blood-cultures being obtained. 
Owing to the development of endocarditis convalescence 
was protracted and the patient was finally discharged 
from hospital after a stay of one hundred and ninety-one 
days. 


Case 28 (see table 11), aged 23, became pyrexial eight days 
after an abortion and was admitted to a general hospital. 
Staph. aureus was grown both from the vaginal swab 
and on blood-culture. Arthritis of the right wrist and 
knee developed, and radiography of the chest showed 
patchy consolidation of the right middle and lower zones. 
The patient was treated with penicillin 700,000 units and 
sulphathiazole 28 g. in five days and transferred to the unit 
twelve days after the commencement of her illness. As in the 
previous case, a succession of small courses of penicillin did 
not arrest the disease, and syccessive blood-cultures gave 
bacterial counts of 580, 1200, and 2800 organisms per ml. 
Improvement finally took place after a course of penicillin 


TEMPERATURE 


12 15 18 21 24 27 
DAY OF DISEASE 


Fig. |—Staph. aureus septicemia 
with mitral stenosis with 


1,875,000 units in fourteen days. This was maintained for two 
weeks, when a further relapse necessitated a course of peni- 
cillin 1,540,000 units in seventeen days. Staph. aureus was 
isolated from the sputum on 47 occasions in sixty-nine days 
and was penicillin-sensitive throughout. Septicemia in this 
case resulted from the constant reinfection of the blood from 
multiple lung foci. The patient was finally discharged from 
hospital after a stay of one hundred and ninety-eight days. 


As a result of these and similar cases in this period 
it was felt that more intensive and prolonged dosage of 
penicillin was required from the outset in this type of 
case, 

LATE PENICILLIN PERIOD 


At the beginning of this period 5 cases were treated 
with penicillin 500,000 units three-hourly from the time 
the diagnosis was made. This had the effect of imme- 
diately arresting embolic spread and shortened con- 
siderably the stay in hospital. Cases 34 and 36 had 
penicillin-resistant strains of organism. 


Case 34 (table mm), aged 35, was admitted on the thirty-fifth 
day of illness with low-grade septicemia and much enlarged 
liver and spleen. A highly resistant strain of Staph. aureus 
sensitive to 6°25 units of penicillin per ml. was isolated from 
the blood on seven consecutive days; the highest bacterial 
count was 10 organisms per ml. Clinical improvement did 
not take place until the dose of penicillin was raised to 500,000 
units three-hourly. 


Case 36 (table 111), aged 18, became infected after cesarean 
section performed at the twenty-eighth week of pregnancy 
because of toxemia. The patient became pyrexial from the 
day of operation. She was given a course of penicillin in 
gradually increasing doses over eleven days. Within twenty- 
four hours of the end of the course an embolic mid-tarsal 
arthritis developed. The patient was next transferred to the 
unit, and penicillin therapy was started again in doses of 
500,000 units three-hourly for four days and thereafter in 
reduced dosage for nine days. A total of 29 mega-units was 
given. Pyrexia subsided within twenty-four hours of the 
commencement of treatment, and the affected joint did not 
suppurate. 


Case 32 (table 11), aged 33, comparable to case 28 above, 
had bilateral purulent pleural effusions, and 35 colonies of 
penicillin-sensitive Staph. aureus per ml. were found in the 
blood. There were multiple skin emboli and red cells in the 
urine. The patient was given 4 mega-units of penicillin daily 
for eleven days and thereafter 2 mega-units daily for fourteen 
days. She was discharged after sixty-one days in hospital. 


Case 33 (table m1 and fig. 3), aged 30, with peritonitis and 
pulmonary abscesses, responded satisfactorily to penicillin 
500,000 units three-hourly for nine days. The dose was then 
reduced too rapidly, and the patient developed an infection 
in the right sternoclavicular joint. Penicillin 500,000 units 
six-hourly was given for nineteen days before activity in 


TABLE II—EARLY PENICILLIN PERIOD 
| | | 
nortum | Grade of | tom of |C | | 

abortum rade of | on positive bacter 

no. or post severity | iliness | culture | blood- | count a | penicillin Result Notes 

partum | (days) cultures | (per ml.) | penicillin | (units) 

21 P.A. | P | 191 + | 9 | 703 | os | 2,035,000 | Recovered | yo and muscle 

| | abscesses 

23 P.A. P ae 4 + | 2 | 4820 cS | 705,000 | Died | P.M, endocarditis, renal and 
| splenic abscesses, and cerebral 

| | heemorrhages 

25 P.A. 6 +. 4 2 | 2000 | ae | 45,000 Died | P.M. endocarditis, pulmonary, 

| | | | | renal, and splenic abscesses 

26 P.A. 103 | Sensitive | 1,005,000 | Recovered | Bilateral empyema thoracis, 

| pulmonary, renal, and skin 
} | | abscesses 
28 | P.A. | P 210 + | 12 | 2800 | Sensitive 5,475,000 | Recovered | Pulmonary abscesses, _sup- 
| a" arthritis knee 
oin 

29 P.P. P 49 - 2 | a | 930,000 | Recovered | Pulmonary abscesses, aseptic 

| | ae rt. wrist and It. 
| knee 

30 P.A | P | @8+ + | 3 280 | 2,560,000 | Recovered | Osteomyelitis rt. femur and 
} | multiple skin emboli. Trans- 
| | ferred to general hospital 

| | | (period unknown) 

31 P.A } P 24 _ 1 | 1,660,000 | Recovered | Pulmonary abscesses 
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TABLE III—LATE PENICILLIN PERIOD 


abortum rade o on 0 rv: positive | bacter 
no. | or post | severity | illness | culture | blood- | count organism penieillin Result Notes 
partum (days) cultures | (per ml.) penicillin |‘ (units) 
32 P.A. P 62 + 2 35 Sensitive | 85,900,000} Recovered | Bilateral empyema _ thoracis, 
' pulmonary, renal, and skin 
abscesses 
33 P.A. P 76 + 1 500 Sensitive | 83,350,000, Recovered | Peritonitis, pulmonary 
abscesses. Generalised tender- 
ness of muscles on admission, 
rt. sternoclavicular arthritis. 
but no abscess formation 
followed 
34 P.A. M 47 + 7 10 mere 36,850,000 | Recovered 
35 P.A. P 59 + 24,920,000 | Recovered Pestiontsis, pulmonary 
bscesses. ong illness ; 
with penicillin in 
general hospital before 
transfer 
36 P.P. P 70+61 + 1 Resistant | 39,600,000 | Recovered | Cesarean section : wound 
strain infected, mid-tarsal arthritis 
and renal infection 
37 P.A. F 8 oo 5 21 Sensitive | 14,000,000| Died P.M. pulmonary, renal, and 
: to 0-6 cerebral abscesses 
units/ml. 
on admis- 
on : | 
days ; 
later 
sensitive 
to 20 
units/ml. 
38 P.A. P 27 + 2 Sensitive | 25,250,000; Died P.M. endocarditis, cerebra 
abscesses, renal necrosis 


the joint completely subsided. The organism was penicillin- 
sensitive. 

It was felt that massive dosage of penicillin from 
the earliest possible moment, and avoidance of the 
temptation to withhold penicillin merely because pyrexia 
had subsided, might provide the key to treatment of both 
the resistant strain of organism and the latent and 
inaccessible focus of infection. Recent experience, 
however, suggests that penicillin may not be the final 
answer to the problem of generalised staphylococcal 
infection. Two cases illustrate well the difficulties still 
encountered. 


Case 37 (table m1) aged 28, was admitted eleven days 
after an abortion. A year previously the patient had had 
a nephrectomy for hydronephrosis ; 
this was complicated by empyema, 


transfusion was given. Next day the patient became comatose 
and died in six hours. 

Blood-cultures were positive on five occasions in five days, 
and the bacterial count did not exceed 21 organisms per ml. 
The organism obtained from the blood and the nephrectomy 
wound were of the same phage type. When first obtained from 
the blood the organism was sensitive to penicillin 0-6 unit 
per ml. The organism obtained from the blood the day before 
the patient died was sensitive to penicillin 20 units per ml. 

Necropsy showed purulent fluid in the lateral ventricles and 
an area of softening in the pons. The left lung was adherent 
to the chest wall; there were two septic infarcts, one in 
the upper and the other in the lower lobe of the left lung. 
The heart valves were healthy but the muscle showed toxic 
changes. There was a small amount of renal tissue left 
associated with chronic inflammation. A sinus extended 


for which penicillin was administered 24 - 

before the empyema was drained. SULPHAPYRIDINE & 
There had been intermittent discharge S 16 LSULPHANILAMIDE | SULPHATHIAZOLE i 
from the nephrectomy wound since TOTAL 100g.(30g. IV.) 


40g. 
the operation. 8 9 


On admission the patient was 4 
shocked and pale. The hemoglobin 
was 30%. Two pints of blood was 
given, and under general anesthesia 


° 


PENICILLIN 
(units) 


a large mass of putrefying placenta 80,000}+ 
was removed. 40000 
Progress.—Next day the patient AF 
was still pyrexial; the hemoglobin we 
had risen to 42%, the venous pressure O§ 
was raised, and the liver was palpable $ & 
3 in. below the costal margin. The Pe 
blood-pressure was 95/40. Next day CULTURE 
a systolic murmur was heard at the c 
pulmonary base. The patient had F 


neck rigidity and a positive Kernig 104 
sign. The cerebrospinal fluid (c.s.¥.) 103 


WAKE 


TOTAL 


2,035,000units 


contained 1660 cells per c.mm. (poly- ry 102 
morphs 98%) and total protein 60 mg. N 101 
per 100 ml. The nephrectomy sinus & 100 
was discharging. 
Treatment was begun with peni- Ss 99} 
cillin 500,000 units three-hourly. gst 
After a loading dose of 4 g., ‘ Sulpha- 97 
triad was given in doses of 1 g. three- 
hourly. The treatment was con- 26 2 9 16 23 30 6 13 20 as 
tinued until death but did not DEC. JANUARY FEBRUARY MAR. 


sterilise the blood-stream. A further . Fig. 2.—Staph. aureus septicemia with infective endocaraitis (case 21, table I). 
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TOTAL 
83,350,000 units 


PENICILLIN /M. 
( million units 
per day) 


F 103 

102 

x 

§ 

& 

Q 

291 6 13 20 27 

OCTOBER NOV. 


Fig. 3.—Staph. aureus septicemia with peritonitis post abortum 
(case 33, table II!). 


from the left iliac fossa into the left loin. The right kidney 
showed toxic changes. The uterus contained a small fragment 
of retained products. Histologically, the kidney showed 
multiple microscopic abscesses, often surrounding an accumu- 
lation of staphylococci. The lungs showed hemorrhagic 
bronchopneumonia, and the heart acute interstitial myocar- 
ditis with microscopic abscesses and staphylococcal emboli. 
Case 38 (table mr and fig. 4), aged 25, was admitted with 
a three-day history of uterine hemorrhage. She denied 
pregnancy. She was toxic, with hot moist skin, dry furred 
tongue, and rapid pulse-rate. There was evidence of meningeal 
involvement with neck rigidity and a positive Brudzinski 
neck sign. There was a loud systolic bruit at the apex of 
the heart. The uterus was tender and, being larger than 
normal, suggested a recent p cy. The C.s.F. was opales- 
cent and contained 142 cells per c.mm. (polymorphs 78%) ; 
protein, chlorides, and sugar were within normal limits, and 
a culture proved sterile. Three consecutive blood-cultures 
were sterile, but the cervical 
culture yielded a growth of 
SULPHATRIAD g. daily coagulase-positive Staph. 
76 TOTAL | aureus. 
2749. Treatment.—The patient was 
2 given a course of penicillin 25 
mega units and sulphatriad 27 g. 
in seven days. Pyrexia then 


subsided. Oliguria next deve- 
N§ loped, &ssociated with a steady 
Ss increase of blood-urea from 82 to 
= : 377 mg. per 100 ml. After six 
gs - days the patient again became 
or pyrexial. Two consecutive blood- 
F cultures gave a growth of 

g j penicillin-sensitive Staph. 
& 102+ 8 4 aureus. A further course of peni- 
® tor 3 4 cillin in doses of 500,000 units 
100+ | three-hourly was begun. Since the 
y hemoglobin had fallen to 44%, 
the patient was given a blood- 
98 Qj transfusion, during which she had 

97 4 a convulsion and developed 


Lititititiiiiin| right-sided hemiplegia. She died 
30 4 8 12 #16 + incoma next day. 

NOV. DECEMBER Necropsy showed two areas 
Fig. 4—Staph. aureus septice- Of hemorrhage in the brain 
mia with infective endo- associated with underlying 
carditis and cecebral emboli embolic lesions, one in the right 
(case 38, table ill). parietal lobe and the other 
in the left occipital lobe. The 
cusps of the mitral valve showed old thickening; one of the 
cusps had recent vegetations, and there was a mural thrombus 
about '/, in. in diameter in the left auricle, overlying which 
were a recent thrombus and some friable vegetations. The 
liver and spleen were congested ; there were small petechial 
hemorrhages in both kidneys. The uterus was subinvoluted 
and contained some organised blood-clot and retained pro- 
ducts. Cultures from the kidney post mortem yielded a 
growth of Staph. pyogenes and coliform bacilli. Histological 
section of the kidneys showed several infarcts ; a few glomeruli 
granular casts, and there were scanty small foci of 

polymorphs and round cells in the cortex. 


DISCUSSION 


In cases of staphylococcal septicemia a local focus 
of infection may be present for some time before the 
condition becomes generalised. We have therefore learnt 
to regard the finding of coagulase-positive staphylococci 
on cervical culture as of serious import. Such a finding 
demands careful search for embolic foci and full and 
adequate penicillin therapy. Once the infection has 
become generalised, the response to ordinary dosage of 
penicillin is often unsatisfactory, possibly because the 
tendency of the organisms to clump and acquire a pro- 
tective covering of fibrin renders them inaccessible 
(Wilson Smith and Hale 1945). Such foci are almost 
certainly responsible for refractory cases and relapses, 
although the occurrence of penicillin-resistant strains is 
an added factor. The use of massive dosage of penicillin 
has proved successful in arresting embolic spread and, 
provided therapy is not discontinued too soon, in 
sterilising pyemic foci. The result is usually a con- 
siderably shortened pyrexia and convalescence. For 
example, the average duration of stay in hospital of the 
six patients who survived under treatment with rela- 
tively small doses of penicillin was 112 days, compared 
with an average of 63 days for the five patients given 
more massive penicillin therapy. This comparison is 
not strictly valid, because of the great variation in 
clinical severity, but it will be noted that the duration of 
illness in cases 32 and 33 was considerably shorter than 
that of similar cases—e.g., cases 18, 21, and 28—in the 
previous periods (see tables). In case 37 there was too 
long delay in starting therapy, but the development 
of a penicillin-resistant strain may explain the failure to 
respond to penicillin. In case 38 too early cessation of 
therapy apparently permitted a flare-up in the cardiac 
focus, with fresh infection of the blood-stream and a 
further cerebral embolus. 

Of the two cases of infection with penicillin-resistant 
strains which responded to massive dosage, one was a 
low-grade type of septicemia, and the other had already 
been treated for a long time with penicillin. It is more 
reliable to assess progress clinically, since the broth 
detection method of estimating penicillin resistance of 
staphylococci may give misleading results with no 
indication of the proportion of organisms that are 
resistant to a particular concentration (Gilson and 
Parker 1948). It seems likely that if the resistant 
penicillinase-producing variants are relatively scanty in 
the tissues they will be overcome by high concentrations 
of penicillin before they can produce enough penicillinase 
to inactivate the penicillin (Barber 1947). Therefore 
massive dosage of penicillin should always be used in 
proved or suspected cases of staphylococcal septicemia 
to secure adequate penetration of the penicillin into the 
pyzmic abscesses and to counteract the development of 
penicillin-resistant strains. Where there is evidence of 
endocarditis, penicillin therapy should be continued for 
at least four weeks as in cases of subacute bacterial 
endocarditis (Christie 1948, 1949). If therapy does not 
produce obvious clinical benefit within forty-eight 
hours, recourse should be had to ‘ Aureomycin’ (Long 
1950, Lancet 1950). 


SUMMARY 


Three periods of the treatment of generalised staphy- 
lococcal infections of the puerperium are reviewed. 

The value of massive dosage of penicillin is discussed. 

In highly refractory cases treatment with aureomycin is 
advisable. 
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LYSIVANE AND ARTANE IN THE 
TREATMENT OF PARKINSONISM 


OLIVER GARAI 
M.R.C.P. 


CHIEF ASSISTANT, NEUROLOGICAL DEPARTMENT, KING’S 
COLLEGE HOSPITAL, LONDON 


Tue effects of ‘ Lysivane’ and ‘ Artane,’ two recently 
introduced synthetic compounds, on the symptoms and 
signs of parkinsonism have been studied in 70 cases of 
various types and degrees of severity. 

f Lysivane, or ethopropazine, is N-(2-diethylamino-n- 
propyl)-phenothiazine hydrochloride : 


~ 


CH2. CH 
i CH2. CH; 


Artane, or trihexyphenidy]l, is 3-(1-piperidyl)-1-phenyl- 
1-cyclohexyl-propanol hydrochloride : 


on 


CH2—CH2 
CH2.N >CH2 HCI 
CH2 


PHARMACOLOGY 


Lysivane, synthesised by Bovet and Fournel, is closely 
related to other phenothiazine derivatives of pharmaco- 
logical interest. Other members in the series are power- 
ful antihistaminics—e.g., N-(2-dimethylamino-n-propyl) 
phenothiazine hydrochloride (* Phenergan ’) and ‘ Dipar- 
col’ which is also active in controlling parkinsonism. 
These substances can block the transmission of impulses 
through autonomic ganglia and hence are both para- 
sympatheticolytic and sympatheticolytic. Sigwald (1949) 
has pointed out that though all are derivatives of pheno- 
thiazine, phenothiazine itself has no effect on parkin- 
sonism. lLysivane, with an acute toxicity (L.D.59) by 
the oral route for mice of 0-72 g. per kg. of body-weight, 
is less toxic than earlier products—e.g., diparcol (L.D.;5= 
0-45 g. per kg.) and phenergan (L.D.;,=0-355 g. per kg.). 
It is also reputed to have-a stronger parasympathetico- 
lytic activity than the other related compounds 
and to exert anti-acetylcholine and spasmolytic 
effects. 

Artane.—In a routine screening of more than a hundred 
piperidyl compounds Cunningham et al. (1949) selected 
the one later called artane as deserving clinical trial. In 
comparison with atropine they found that artane was 
half as powerful an antispasmodic on isolated intestine, 
an eighth as powerful as anti-sialogogue, a third as 
powerful a mydriatic, and a tenth as powerful as a cardio- 
vagal inhibitor. They did not find any evidence of an 
acute or chronic toxie action on blood, bone-marrow, 
kidney, liver, or reproductive function, nor of adverse 
effects on blood-pressure or blood-sugar. In small doses 
the parasympatheticolytic effects of artane were accom- 
panied by mild depression of the central nervous system, 
and in large doses by excitement. The L.D.;, for intra- 
venous administration to mice varied from 34 to 44 nig. 
per kg. of body-weight. The drug is rapidly excreted and 
does not accumulate in the body. 


METHODS 


Patients with all varieties of parkinsonism were 
studied. They were drawn either from the neurological 
department of King’s College Hospital or from inpatients 
at West Park Hospital, Epsom. The first group included 
all.the idiopathie and arteriosclerotic varieties and some 
mild postencephalitic cases. The second group consisted 
of postencephalitic cases much more severely disabled 
than the first group, the majority being severely 
handicapped and some completely helpless. 

In view of the notorious difficulty of assessing disability 
objectively in parkinsonism, the cases were graded on 
purely clinical grounds, by means of a standard question- 
naire and frequent full clinical examinations. 

The patients were divided into: (1) idiopathic; (2) 
postencephalitic ; (3) arteriosclerotic ; and (4) others. 
They were then graded according to their severity as 
follows : 

(1) Mild.—Minor symptoms, slight tremor and/or rigidity, 
a, in one limb. Little difficulty in carrying on normal 

e. 

(2) Moderate.—Symptoms interfering with activities. Gait 
usually shuffling, and posture altered. In postencephalitic 
cases, moderate degree of tremor of jaw and tongue and 
oculogyric crises. 

(3) Severe.—Activities severely restricted. Usually gross 
generalised tremor and rigidity. Dressing, doing hair, 
shaving, feeding, turning over in bed, &c., difficult or impos- 
sible. Many patients completely helpless, incapable of any 
effective movement, slowly developing contractures of all 
joints. Speech almost impossible owing to extreme 
dysarthria. Completely dependent on nurses, 

When this investigation began, most of the patients 
were already receiving various drugs, mostly of the 
solanaceous group but including some newer synthetic 
compounds such as ‘ Benadryl’ and ‘ Parpanit.’ A few 
had previously been treated with diparcol (closely related 
to lysivane). Any such treatment was withdrawn and 
replaced by either lysivane or artane over a period o 
7-14 days. : 

In a few postencephalitic cases dummy tablets were 
substituted for lysivane without the knowledge of the 
medical or nursing attendants, but in a few days it 
became pitifully obvious who was getting the dummies, 
so it did not seem justifiable to extend this test. 

Of the 70 cases studied, 51 received artane, 43 lysivane, 
and 24 both compounds at different periods, either 
because of their poor response or intolerance to the first 
drug or to compare the effects of the two in the same 
patient. 

The clinical trial commenced twelve months ago, 
but during the year there has been a steady influx of 
new patients, so they have not all been observed for as 
jong as a year. However, every patient included in the 
series has taken the compound tested for at least three 
months. All but 2 of them are still under observation, 
the exceptions being: a postencephalitic who had not 
definitely improved with artane (or with any previous 
drug) before going elsewhere for a course of vaccine 
injections ; and a woman inmate of West Park Hospital 
who refused further treatment with artane because 
of fixed delusions, even though she admitted slight 
improvement. 


RESULTS WITH LYSIVANE 


Table 1 shows that 15 of the 24 postencephalitics 
improved with lysivane, 7 were unchanged, and 2-became 
worse. Of the 17 idiopathic cases, 14 were benefited, 2 
were unaffected, and 1 became worse. The 2 arterio- 
sclerotic patients improved. Thus of 43 patients treated 
with lysivane, 31 were more or less benefited, 9 were 
unaffected, and 3 became worse. 


Case 1.—Mild idiopathic. A man, aged 49, had noted 


slowly increasing difficulty in writing with his right hand, 
and stiffness of the right arm and leg since about June, 1948 
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TABLE I-—-RESULTS OF TREATMENT AND TOXIC EFFECTS WITH 


LYSIVANE 
Improvement Devel- 
Type and no. of cases Worse 
treated Grt.|Mod.| sit.[ effects 
Postencephalitic : te 13(6) 
Severe, 13 Sits 1 4 4 4 ‘o 
Moderate, 8 ie 3 1 2 2 
Mild,3 .. 2 1 
Idiopathic : 17 11(3) 
Moderate, 12 1 7 4 - ee 
Mild, 4 .. 1 1 2 
Arteriosclerotic : 2 
| 12 9 3 | 24(9) 


*Numbers of cases in which treatment had to be suspended are 
shown in parentheses. 


Toxic Symptoms 


Drowsiness 7 Pressure on head or one 
taxia é 7 ache 4 
or confusion 6 F of face .3 
Blurred vi 6 Slurred speech 3 
Vightheadedness or giddi- Nausea and vomiting 2 
6 Dryness of mouth 2 
or depersona- Stiffness worse 2 
lisation 4 Tremor worse ‘ o 1 
“ Funny feelings ” 4 Oculogyric crises worse .. 2 


When examined on Dec. 9, 1948, his face was immobile and 
there was a moderate increase of tone in the right arm and 
leg, but there was no tremor. He held his right hand flexed 
and did not swing it when walking. His gait was shuffling, 
and he dragged the right leg. 

Treatment.—Iinitially he was given ‘ Rabellon’ tab. 1 t.d.s. 
without any improvement. He began taking parpanit on 
Jan. 20, 1949, and when he was taking 75 mg. six times a 
day there was considerable improvement but he complained 
of nausea and occasional vomiting. He remained free from 
toxic symptoms on 50 mg. six times a day. On Sept. 29, 
lysivane was gradually substituted for the parpanit, the 
initial dosage of 50 mg. t.d.s. being increased later to 50 mg. 
ten times a day. This dose caused some retching and was 
therefore reduced to 50 mg. eight times a day. 

Progress.—The patient noted much more improvement 
than with parpanit. He said he could pick coins out of his 
pocket with his right hand much more easily and could sit 
down and rise to his feet more quickly ; his writing improved ; 
and the dragging of his right leg disappeared. On later visits 
he said: ‘‘ There is no further improvement because there is 
nothing to improve on.” The immobility of his facies was 
still obvious though improved, and tone in the right arm 
and leg was now normal. In March, and again in April, 1950, 
he was given artane in addition to the lysivane, but on each 
occasion it was discontinued because of nausea and vomiting. 
No added effect was noticed. Artane was not tried alone. 


This was a mild case which improved considerably on 
lysivane. 


Case 2.—Severe postencephalitic. A man, aged 37, had had 
encephalitis lethargica in 1925. Rigidity and tremor began 
in the left arm in 1930 and slowly progressed to involve the 
left leg. He developed a festinant gait with dragging of the 
left foot and a mask-like facies, and was having oculogyric crises 
about once a week, each lasting up to three hours. 

Treatment.—He had been taking tincture of hyoscyamus 
min. 70 t.d.s.; this was stopped, and lysivane 50 mg. t.d.s. 
was started on Jan. 25, 1950, and increased by 50 mg. daily. 
At first the dosage was halted at 600 mg. daily, by which 
time the duration of the oculogyric crises had been reduced 
to 20 minutes and there was slightly less rigidity. Next the 
dosage was increased by daily increments of 50 mg. to 750 mg. 
daily, with marked subjective improvement; his posture 
noticeably improved, and he was free from oculogyric crises 
for seven days. Then the dosage was slowly increased in 
the next three weeks to 1500 mg. daily. His gait improved, 
the oculogyrie crises were still infrequent, he was cheerful, 
and for the first time for years he became useful in the ward. 
He still receives 1500 mg. of lysivane daily and has not 
had any unpleasant side-effects. 


This case was assessed as moderately improved. 


Case 3.—Severe postencephalitic. A man, aged 39. It 
was not possible to obtain any accurate history of the onset 
of his condition, he had a mask-like facies and was having 
three or four oculogyric crises every week, each lasting up 
to nine hours. Well-marked tremor was present in the 
tongue, jaw, and right arm and leg, with typical cog-wheel 
rigidity, a flexed posture, and a tendency to propulsion and 
retropulsion. He could not dress, do his hair, or feed himself. 
Dysarthria was severe, and he had frequent severe attacks 
of hyperkinesia accompanied by behaviour disorders. 

Treatment.—He had been receiving tinct. hyoscyami min, 75 
daily. He was now given lysivane 50 mg. t.d.s. and the 
hyoscyamus was gradually withdrawn in the next seven days, 
while the lysivane was increased by 50 mg. daily to 300 mg. 
aday. Ina fortnight he could feed himself for the first time 
in years. The dose was gradually increased to 500 mg. 
daily. He began to feel and look better, his face became more 
animated, his speech was slightly easier to understand, his 
behaviour disorders were less frequent, the duration of his 
oculogyric crises was reduced to 20 minutes, and he could 
dress himself. Little further improvement occurred over the 
next four weeks, though the dosage was raised to 1500 mg. 
daily for three weeks. He then complained that the tablets 
made him dopey and confused. With difficulty he was 
persuaded to persevere with them, and he was also given 
10 mg. of amphetamine sulphate daily, with no improvement. 
He still complained of feeling queer on the tablets and refused 
to take any more. A change was made to artane, starting 
with 5 mg. t.d.s. and increasing to 30 mg. daily, with no ill 
effects. The greatest improvement that had been reached 
with lysivane was maintained by artane in this dose. Oculo- 
gyric crises became rare and less severe. For the first time 
in many years the patient was fit to be entrusted with ward 
work, 

This case was assessed as moderately improved with 
lysivane, though the patient could not tolerate a long 
course of this drug. His improvement was then 
maintained with artane. 


TOXIC EFFECTS OF LYSIVANE 

Of the 43 patients who received lysivane, 24 complained 
of unpleasant side-effects, and in 9 cases these were 
sufficiently troublesome to necessitate discontinuing the 
drug. The symptoms were never alarming and always 
subsided rapidly on the withdrawal of lysivane. In ouly 
one case was there any untoward result: a patient with 
idiopathic parkinsonism became ataxic, fell, and sus- 
tained a crush fracture of D12 and LI vertebrae. Most 
of the patients who-experienced side-effects complained 
of several symptoms. The details are given in table u. 

Four patients developed mild depersonalisation, and 
4 others complained of ‘* funny feelings ’’ which seemed 
to be in the same category. Only one had to stop the 
treatment ; in the others the sensation was transient, 
mild, and either subsided spontaneously or as a result of 
reduction in the dosage of lysivane. *¢ 

Accentuation of symptoms was observed in 5 patients 
—rigidity in 2, oculogyric crises in 2, tremor in 1—and in 
3 cases this necessitated the discontinuance of lysivane ; 
it proved transient in the other 2 (1 with increased 
rigidity and 1 with increased tremor). 

As a result of a warning from the manufacturers of 
lysivane about the possibility of agranulocytosis, frequent 
white-cell counts were made in all the cases. No 
leucopenia was observed. 


RESULTS WITH ARTANE 

Artane was given to 51 patients with results which are 
summarised in table 1. Of the 31 postencephalitics, 24 
were improved, 5 unaffected, and 2 became worse ; 
of the 16 idiopathic cases, 11 were improved and 5 
unchanged ; one arteriosclerotic was greatly improved 
whereas the other was unaltered ; and 2 patients with 
extrapyramidal disorders of obscure sxtiology were 
symptomatically improved. Altogether, 38 of the 51 
cases derived some benefit, 11 were unchanged, and 2 
became worse. 
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TABLE II—RESULTS OF TREATMENT AND TOXIC EFFECTS WITH 


ARTANE 
Improvement | yer 
Type and no. of cases } |\Worse 
change toxic 
treated | Grt. | Mod.) Sit. | | 
Postencephalitic : 31 | | | | 9(1) 
Severe, 19 10 3 2 | 
Moderate, 11 |. 3 
Idiopathic : 16 9 (2) 
Severe, 1 | an 1 
Moderate, 11 1 6 1 3 
Arteriosclerotic : 2 1(0) 
Mild,1 .. 1 
Others : 2 
Moderate, 2 1 
Total, 5i .. 2 | 19(3) 


*Number of cases in which treatment had to be suspended are shown 
in parentheses, 
Toxic Symptoms 


Giddiness .. 5 Epigastric pain 1 
Dry mouth . 4 Drowsiness . ee 1 
Depersonalisation 4 Increased tremor .. 1 
Nausea and vomiting 3 Slurred speech : 1 
Blurred vision 2 Ataxia es 1 
Increased rigidity 2 Flushing of face 1 
Weakness of legs . . 2 
Illustrative Cases 
Case 4.—Moderate idiopathic. A man, aged 57. When 


examined, on Jan. 25, 1950, he had a mask-like facies and 
tremor with moderate rigidity of both arms His gait was 
little affected but he did not ‘his arms. 

Treatment and Progress.—Artane was started with 2 mg. 
t.d.s. and increased to 5 mg. t.d.s. At first there was little 
improvement except that the face was more animated, but 
in the fourth week his tremor ceased, and at the end of a 
month his rigidity had also improved. Some side-effects 
were now noted, particularly transient diplopia on upward 
deviation of the eyes. Troublesome flushing and sweating 
also occurred after taking the tablets, and, on the chance that 
these symptoms might be due to liberation of histamine, he 
was given phenergan 25 mg. at night, with considerable 
benefit. 


This case is assessed as moderately improved. 


Case 5.—Moderate postencephalitic. A man, aged 47, had 
noted increasing weakness and tremor of his right arm since 
1944. A year after the onset the right leg became similarly 
affected. His only previous treatment had been physio- 
therapy and benadryl. When he was examined on Jan. 25, 
1950, his facial expression seemed normal, but tremor and 
cog-wheel rigidity of moderate severity were present in the 
right arm and leg. He did not swing either arm on walking, 
and his gait was slow. 

Treatment and Progress. —He was started on artane 2 mg. 
t.d.s. which was rapidly increased to 5 mg. t.d.s. Within 
seven days he felt much more alert, but there was little 
alteration in his physical signs, and the dose was therefore 
increased to 17-5 mg. daily. 


Here the patient thought his condition was vastly 
improved, but the improvement was assessed as only 
moderate. 


Case 6. A woman, aged 34, an 
example of the completely helpless cases. Her history is 
unknown. She had a mask-like facies, was having oculogyric 
crises lasting three hours two or three times a week, there 
was intense cog-wheel rigidity of all her limbs, and severe 
contractures had formed in all her major joints, so she was 
incapable of attending to her bodily needs. 

Treatment had been with tincture of stramonium in high 
dosage. Artane 2 mg. t.d.s. was started on Jan. 9, 1950, 
and a slight reduction in rigidity soon became apparent. 
Amphetamine sulphate 10 mg. daily was then given in 
addition. In the next fortnight she improved further, and 
for the first time for many years she printed her name. 
Artane and amphetamine sulphate were gradually increased, 


until Feb. 27 she was receiving 35 mg. of artane daily in 
seven doses and one morning dose of 20 mg. of amphetamine 
sulphate. Movement was now possible at most joints to an 
extent limited by the contractures. Oculogyric crises now 
occurred once or twice a week and usually lasted only one or 
two hours. Improvement continued. In March she could 
adjust her hair-slide and soon afterwards she wrote her first 
letter for many years. Artane has been slowly increased to 
80 mg. daily in six divided doses, and amphetamine sulphate 
to 25 mg. b.d. 


The parkinsonism in this case has been materially 
improved, but contractures prevent the patient taking 
full advantage of the reduction in rigidity, and she 
remains almost completely helpless. She was assessed 
as slightly improved. 


TOXIC EFFECTS OF ARTANE : COMPARISON WITH LYSIVANE 


Though 19 patients complained of side-effects (table m), 
in only 3 was it necessary to discontinue treatment. 
Up to now, changes in the blood picture have not been 
noted in any of the patients. 

The difference in the toxic effects of lysivane and 
artane is not fully brought out in the tables. On the 
whole the symptoms produced by artane were trivial and 
certainly less severe than those seen with lysivane. 
The difference is seen best in the numbers of cases where 
the drugs had to be discontinued—with lysivane 9 
patients out of 43, and with artane only 3 out of 51. It 
should be noted too that patients who developed multiple 
side-effects on one drug were likely to develop similar 
symptoms on the other, and such patients often developed 
toxic symptoms with the other drugs used in the treat- 
ment of parkinsonism, particularly parpanit and diparcol. 
Rapid withdrawal of either artane or lysivane seemed to 
be quite safe. In 4 cases in which the parkinsonian 
symptoms had improved, a change to dummy tablets 
caused a dramatic return of their former severity, but 
in no case could any symptoms be ascribed to the actual 
withdrawal. 

DISCUSSION 


In lysivane and artane we have two potent substances 
for the relief of some of the symptoms and signs of 
parkinsonism. There seems to be no sure method of 
forecasting whether a particular case will respond satis- 
factorily to either compound, except that cases which 
have not responded to other substances in adequate 
doses seem likely to resist the beneficial effects of artane 
or lysivane, whereas if there has been some response to 
other remedies better results are likely to follow a change 
to one of these two substances. 

The few published reports of cases treated with artane 
agree to a remarkable extent in the percentage of cases 
responding favourably. Thus Doshay and Constable 
(1949), report 117 cases, with 76-1% improved ; Corbin 
(1949) 80 cases with 76-99% improved; Ellenbogen 
(1950) 12 cases with 66% improved ; and Phillips et al. 
(1950) 35 cases with 80% improved. In the present 
series the improvement-rate was  similar—74:5% 
improved out of the 51 cases treated with artane. Like 
most of the other observers cited,“we found that post- 
encephalitic cases required, and tolerated, higher doses 
than the other varieties. We have given our patients 
much larger doses than those reported by other workers. 
A few of our cases are now receiving 60-100 mg. of 
artane daily with a striking absence of side-effects, 
though the average is about 50 mg. daily. Artane often 
gives patients a feeling of well-being over and above 
that which might reasonably be expected to follow the 
relief of symptoms. 

Ellenbogen (1950) and Phillips et al. (1950) state that 
doses higher than 35-45 mg. daily cause no additional 
improvement in the postencephalitic. In the present 
series, on the contrary, it was found necessary in most 
cases to exceed 50 mg. before the full benefit was 
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obtained. In many postencephalitic cases amphet- 
amine has a potentiating effect on artane; this is a 
firm clinical impression though difficult to assess 
quantitatively. 

Hitherto no series of cases treated with lysivane has 
been published. In the present series 72% of the patients 
who received lysivane showed some degree of improve- 
ment, compared with 745% with artane. In general, 
however, the improvement obtained with artane is 
somewhat greater than with lysivane: 8 out of 51 cases 
(16%) showed ‘great improvement’’ with artane, 
compared with only 3 out of 43 (7%) with lysivane. 
Artane is decidedly less toxic than lysivane, and of the 
9 patients who were intolerant to lysivane in the present 
series, all but 2 were able to take artane later, though 
some had slight toxic symptoms. Moreover, the side- 
effects that occurred were in general less severe with 
artane than with lysivane. Either lysivane or artane 
can be rapidly withdrawn with no other ill effect than a 
sudden return of symptoms in their previous severity. 

Most of the 24 patients treated with both lysivane and 
artane preferred the artane. This was related to its 
greater efficiency, its lower toxicity, and the sense of 
well-being that artane produces. Nevertheless, some 
patients derived equal benefit from the two drugs, and 
a few were decidedly better on lysivane. 

Most of the severe postencephalitic cases treated with 
artane and amphetamine sulphate were in a distressing 
state of almost complete immobility. None were capable 
of ward duties. Since the introduction of artane and 
amphetamine sulphate treatment there has been a 
striking change in the atmosphere of the ward. Most 
patients can now feed themselves, and many can 
dress and attend to their own toilet. A few can 
get about, though with difficulty, and some have taken 
on simple ward duties. Apart from the benefit to the 
patients themselves this has considerably lightened the 
nurses’ tasks, 

Both artane and lysivane seem to reduce the rigidity 
more than the tremor, but occasionally the tremor 
becomes more marked as an extreme degree of rigidity 
(which had previously masked it) becomes less. In many 
instances tremor also was remarkably reduced. This 
was particularly striking in a patient with severe tremor 
of the right arm following a vascular lesion (Benedikt’s 
syndrome), in which artane 5 mg. four times a day 
produced a dramatic improvement, which has been 
maintained up to date. 

Artane has some effect in reducing the number and 
duration of oculogyric crises. In one woman who had 
previously been having an attack lasting four hours once 
a week, since treatment with artane, the attacks have 
occurred every 10-14 days and have lasted only one or 
two hours. lLysivane seemed equally effective in this 
respect. Thus a man who previously had two oculogyric 
crises lasting about three hours every week, when taking 
a daily dose of 1250 mg. of lysivane had more than a week 
between attacks, and the attacks lasted only an hour. 
Neither of these cases received any amphetamine 
sulphate. 

SUMMARY AND CONCLUSION 

Artane and lysivane have been used in the treatment 
of 70 cases of parkinsonism. 651 patients receiving 
artane, 43 lysivane, and 24 both drugs at different times. 
Improvement was noted in 74:5% with artane, and in 
72% with lysivane. 

Both artane and lysivane control the rigidity better 
than the tremor. Both reduce the number and duration 
of oculogyric crises in postencephalitic parkinsonism. 

Higher dosage of artane than that reported by other 
workers has been used with good effect and minimal 
side-effects. 

The action of artane is often enhanced by amphetamine 
sulphate in postencephalitics. 


Astane i is less likely to produce unpleasant side-effects 
than lysivane, and for this reason is likely to prove the 
drug of choice for most cases of parkinsonism. 

I am indebted to Dr. Macdonald Critchley, of King’s 
College Hospital, and Dr. W. A. Caldwell, physician-superin- 
tendent, West Park Hospital, Epsom, who allowed access to 
their cases and encouraged this present investigation ;! Dr. 
W. R. Thrower for his help, and Messrs. May and Baker Ltd. 
for supplies of lysivane. 
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THE DUST CELLS IN THE LUNGS OF 
THE ALBINO MOUSE * 


THEIR STRUCTURE, RELATIONS, AND MODE 
OF ACTION 


CHARLES CLIFFORD MACKLIN 
M.D., Ph.D. Toronto, F.R.S.C. 
RESEARCH PROFESSOR OF HISTOLOGY, UNIVERSITY OF 
WESTERN ONTARIO, LONDON, CANADA 
Dust cells are phagocytes which have developed in 
the pulmonary alveoli of man and other mammals and 
ingest particles of carbon and other material entering 
the lung with the inspired air. In man the dust cells 
are seen under unfavourable conditions in ordinary 
sections, because the availablp lungs are often diseased, 
putrefied, and imperfectly fixed. The lungs of the albino 
mouse, however, offer excellent opportunity to study 
the dust cells both in their normal forms and relations 
and under experimental conditions. The results of such 
study may aid in the understanding of alveolar phagocytes 
in man. 
SUMMARY OF OBSERVATIONS 


Dust cells are fundamentally mural phagocytes 

When normal lungs of albino mice and other mammals 
are quickly fixed without previous collapse, the alveolar 
phagocytes (dust cells) are found almost exclusively 
attached to the alveolar walls rather than free (figs. 1 
and 2). This means that under normal conditions they 
are sessile. Counts made on thin stained sections of such 
material show as many as 99% or more of the dust cells 
morphologically affixed to the alveolar walls. 


Free dust cells in uncollapsed normal alveoli are few 

In normal lung tissue fixed without previous collapse 
a few alveolar phagocytes are found free in the alveoli : 
these are usually round or ovoid. Counts show as few 
as 1% or less in this untethered condition ; these are 
regarded as cells whose phagocytic potencies have been 
expended. They have been loosened from their moorings 
in the alveolar walls, and would probably have found 
their way to the ciliary escalator of the bronchial tree. 
Methods of fixation without collapse 

For the demonstration of dust cells in their normal 
habitat on the alveolar walls in the mouse, the method 
of immersion of the fresh flayed unopened thorax in 
fixing solutions such as Regaud’s or Bouin’s at room- 
temperature was found satisfactory. For larger animals, 
as well as the mouse, the method of perfusion of fixing 
solution through the pulmonary vasculature of the 
unopened thorax gave good results. 


Freeing of mural phagocytes by collapsing the lungs and 
refilling with fixative 

In fresh normal mouse lungs which were collapsed 
and promptly filled via the trachea with fixing solution 


* Given at the International Anatomical Congress, Oxford, 
July 27, 1950. 
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most of the alveolar phagocytes were free in the alveoli 
and only 5% (by actual count) remained definitely fixed 
in the alveolar walls. This is taken to mean that the 
operation of collapse and refilling dislodges the alveolar 
phagocytes from the walls. The free cells were usually 
irregular in outline. Lungs of the dog and other mammals 
also showed a much larger number of free alveolar 
phagocytes after the collapse-refill technique than after 
the vascular perfusion method. This finding may help 
to explain the common view of alveolar phagocytes as 
free cells rather than as tethered cells. 


Freeing of mural phagocytes by collapse alone 

In mouse lungs which had been collapsed, cut up, 
and fixed by immersion of the pieces, free dust cells 
were found in the alveoli which remained partially open, 
and in larger numbers than in the lungs fixed without 
previous collapse. This is taken to mean that collapse 
alone dislodges many of the phagocytes formerly affixed 
in the alveolar walls. In dog lungs fixed by vascular 
perfusion of the unopened thorax, free alveolar phago- 
cytes were fairly abundant in local areas of partial collapse, 
whereas in the surrounding normally distended parts they 
were scarce. 


Free dust cells in alveolar exudate 

In certain mammalian lungs fixed by vascular perfusion 
of the unopened thorax, some of the alveoli contained 
serofibrinous exudate, and in these the number of free 
dust cells was much greater than in the normal alveoli 
of the same lungs. This suggests that the presence of 
fluid in the alveoli favours a shedding of mural phago- 
cytes from their walls. The possibility of ingress of 
phagocytes from other sources later on in this condition 
is admitted. 


No observed apparent entering of connective tissue by 
alveolar phagocytes 

No unequivocal evidence was found of alveolar 
phagocytes apparently in the act of entering the inter- 
stitium of the lung from the alveoli, either in this series 
of animals or in thousands of sections of lung tissue 
examined during several decades. If the dust cells were 
in the habit of making their way into the connective 
tissue spaces of the lung they should often be arrested 
en route, and would then be seen in process of leaving 
the alveoli and possibly the respiratory bronchioli also ; 
but the testimony of the sections does not support this 
hypothesis. Apparently neither the alveolar nor the 
bronchial walls are penetrated by the spent alveolar 
phagocytes. The mode of insertion of the phago- 
cytes into the alveolar walls may have erroneously 
led to the assumption that they were entering the 
connective tissue. 


AIR 


Fig. |—Mural phagocyte, mouse lung. 
There are two fairly broad particle receptors (p.r.). Note the close- 
ness of association with the capillaries (cap.) containing red cells 
(v.b.c.). The larger black grains are dust particles, some of which 
overlie the nucleus, which is lightly outlined. (Wright’s stain ; 
x 4500) 


lt shows three air surfaces. 
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Fig. 2—A mouse murai phagocyte with a broad particle receptor 
(p.r.) above and two processes directed downward, separated by a 
capillary. (Harris hematoxylin, Fast green; x 4500) 


Evacuation of spent alveolar phagocytes via the bronchial tree 

In mice and all other mammals studied there is 
abundant evidence of dust cells in the mucous film of 
the bronchioli and bronchi; these are probably spent 
phagocytes being wafted to the region of the glottis by 
ciliary action. ‘They are recoverable from sputum, as 
Hayek (1950) and others have noted. When so found 
they are termed “ heart-failure cells ’’—a designation of 
dubious value. This route of elimination is regarded as 
the only one available for these used dust cells (Macklin 
1950). 


Tissue phagocytes of the lung (histocytes, histiocytes) 

The dust-laden cells in the connective tissues of the 
lungs of man and other mammals which often appear in 
groups around arteries, veins, and parts of the bronchial 
tree, and in and around the lymphatic channels and 
nodes, are regarded as histocytes which have obtained 
their loads from stray dust particles which have eluded 
the alveolar phagocytic guards and have worked their 
way into the connective tissue. Superficially these cells 
resemble the alveolar phagocytes in some ways, and 
particularly because of their content of dust particles. 
They remain in situ for long periods and tend to gather 
in clumps. In this view there are two kinds of dust cells : 
(1) alveolar phagocytes of endodermal origin which take 
in dust particles only from air surfaces ; and (2) histocytes, 
of mesodermal origin, which take in dust particles only 
from the connective-tissue spaces. The latter type is here 
referred to only incidentally. The view, still current, 
that spent alveolar dust cells are disposed of by way 
of the lymphatic system of the lung is regarded as 
unsupported by evidence. Hayek has also noted these 
two different kinds of dust-containing phagocytes in 
the lung. 


Seating of alveolar dust cells 

Most alveolar wall phagocytes are in alveolar angles 
with processes inserted into tunnels through the alveolar 
walls which are encircled by capillary loops; others, 
resting on connective tissue, are placed in sockets, 
similarly environed. These receptacula apparently 
anchor the phagocytes and provide them with means 
of obtaining nutriment ; and their surfaces may be looked 
on as basement membranes, in the sense that this term 
is used by Ham (1950), permitting interchange of 
materials between the blood and the phagocyte. Origi- 
nally an epithelial cell, the alveolar dust cell continues 
to be a surface cell; but it secures itself more firmly 
and enlarges its area of contact with blood capillaries 
by sinking and branching. A demonstration of the often 
branched nature of the mural phagocytes and their 
insertion into alveolar pores has been provided by fresh 
lungs washed with an ammoniacal silver solution and 
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Dust-collecting air surfaces of alveolar phagocytes 

The alveolar phagocyte may have one, two, three, or 
even four functional air faces or particle receptors 
(figs. 1 and 2). These vary in area. Often one is quite 
extensive, the others being relatively small. Under 
routine conditions of life these are usually flat or concave, 
conforming to the contour of the alveolar wall. They 
are often spread like thin omenta over adjoining capil- 
laries (Bargmann 1936). They arrest dust particles, 
which are engulfed and segregated in clumps in the 
underlying cytoplasm. This mechanism is the normal 
one for dealing with particulate matter which gains 
entry to the alveolar air spaces. So far as can be learnt 
from ordinary sections, these plaques cover a relatively 
small part of the alveolar wall. Particles falling on 
other regions (the bare areas and the air surfaces of the 
alveolar granulocytes) normally find their way quickly 
to the plaques by a mechanism that is not understood. 
The thin edges of the plaques have been mistaken for 
respiratory ‘‘ squames ’’ by some workers. 
Origin 

The alveolar dust cell is regarded as of endodermal 
origin (Carleton 1934) and as being a sister of the granu- 
lar cell of the alveolar wall. A dust-containing mural 
phagocyte and an alveolar granular cell may be found 
side by side in a relation like that of adjoining epithelial 
cells, and separated by what seems to be a single cell 
membrane. Under a form of biodynamics, certain cells 
are differentiated in the normal course of life as mural 
phagocytes, while other residual epithelial cells of the 
alveolar wall, which are regarded as more primitive, 
remain as granular cells. ‘These latter cells are notable 
for their content of special granules (Macklin 1947). 
In usual conditions in mice one finds mainly well- 
differentiated, cells of these two types in the alveolar 
wall, and but few cells which could be regarded as 
intermediate in type. 
Mitochondria 

The mitochondria are scarce or absent in mural 
phagocytes and diminish with the densification of the 
cytoplasm, which apparently is a concomitant of ageing. 
Large spheroids were noted, suggesting a fusion of 
smaller ones. 


Gash-irrigation results 

When fresh collapsed mouse lung is slashed through 
a drop of physiological salt solution and the part drained 
on to a slide, liberated dust cells are recovered, together 


with cells of intermediate type, having granules as well . 


as dust grains. A few elements, called pure foam cells, 
are also seen, and these are regarded as released alveolar 
granular cells (Macklin 1949). 


Fig. 3—Photomicrograph of a mouse mural phagocyte which was 
exposed to an hour’s vital dusting with carmine powder and fixed 
by block immersion of the unopened thorax an hour after the end 
of dusting. Two air surfaces are visible. The cytoplasm is crowded 
with carmine grains. No carmine grains are seen on the alveolar 
sir surfaces elsewhere. (Harris hematoxylin, Orange G ; x 1700) 
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Fig. 4—Photomicrograph of one of the rare instances in this mouse 
lung of a phagocyte which has become free from the alveolar wall. 
(Harris hematoxylin, Orange G ; x 1700) 


Carmine dusting experiments 

One hour after the cessation of exposure of the atro- 
pinised mouse to an hour’s dusting with carmine powder, 
the lungs, fixed by immersion of the flayed unopened 
thorax in Regaud’s fluid, show almost all the carmine 
grains within the wall phagocytes (fig. 3). The almost 
complete clearing of the relatively large areas of alveolar 
wall, in which no extensions of the mural phagocytes 
appear, is remarkable. What few grains remain are 
almost all in small clumps. Almost 100% of the phago- 
cytes, by actual count, are inserted into the alveolar 
walls. These varied greatly in carmine content ; some 
(called carminophages) were packed with red granules and 
were very conspicuous, while others, which seemed to 
contain more black particles of ordinary dust, had taken 
in lesser numbers of red particles. It was rare to find a 
free carmine-containing cell at this stage (fig. 4). If 
however, a week is allowed to elapse after an hour’s 
dusting of the atropinised mouse with carmine powder, 
the picture is very different. Now, by actual count, 
65% of the alveolar phagocytes are free, and only 35% 
are fixed in the wall, and these bulge prominently into 
the alveolar space and do not show the flattened and 
extended plaques characteristic of the usual, unstimulated, 
condition. This evidence suggests that the phagocyte 
may carry on its functions under these conditions while 
free. It may even return to a pore, using it as a “ filling- 
station ”’ (a term used in Canada for a source of gasoline 
for automobiles needing refuelling) because of the acces- 
sibility of the capillaries. It may be that such a cell 
may move about the wall and insert a process or processes 
into one or more pores from time to time as the emergency 
demands, for food is available nowhere else. This 
evidence, too, shows that the alveolar phagocytes may 
remain a week or more apparenfly at work, without 
being evacuated. At this stage there were fewer phago- 
cytes, made conspicuous by close packing of the granules, 
than in the one-hour stage ; and this suggests that the 
well-laden phagocytes have departed. Stimulation such 
as this causes the phagocytes to swell and become more 
compact, the flanges being drawn in and merged with 
the general cytoplasm. 
Replacement 

The source of alveolar phagocytes has been well 
debated for many years. In the usual course of life the 
spent and dislodged mural phagocytes must be replaced. 
It is assumed that the loss is made good from sister 
cells remaining in the walls. Perhaps recruits can find 
their way to vacated emplacements (pores or sockets) 
in the walls from other loci, and therein establish 
themselves. In the healthy lung there seems to be no 
diminution in number of alveolar phagocytes with age. 
The replenishment of the supply of alveolar phagocytes 
after conditions of special stimulation, as in the 


pneumonias, cannot be here considered. 
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Dumb-bell-shaped alveolar phagocytes 

After exposure to much dust a phagocyte occupying 
a single pore may appear with both ends swollen and the 
middle constricted. Such cells cannot be released from 
the pore. They represent a special type of pore affixation, 
and are not necessarily to be considered as in act of 
passing from one alveolus to another. 


CONCLUSIONS 


Alveolar dust cells under normal conditions are 
attached to the alveolar walls by insertion into pores 
or sockets. From the environing capillaries of these 
emplacements they derive their nutriment. When spent 
they become free and are disposed of via the bronchial tree. 

They never enter the connective tissue of the lung, 
and hence are never found in the lymphatic system. 
They are of endodermal origin and thus are epithelial 
in type. They are not to be confused with the histocytes 
of the connective tissue of the lung, which often take 
up dust particles which have adventitiously penetrated 
the alveolar walls. 

Alveolar dust cells are readily dislodged from the 
alveolar walls by collapsing the lung. Their vacated 
sites of attachment in partitional alveolar walls are 
known as pores. They also become free in the presence 
of fluid in the alveoli, and gradually after experimental 
exposure to dust such as that of carmine granules. 

They may have as many as four air faces or particle 
receptors, and these may extend as thin flanges over 
neighbouring capillaries. 

To display them in normal relation to the alveolar 
wall an adequate fixation technique is imperative, such 
as prompt immersion of the fresh skinned unopened 
thorax in Bouin’s or Regaud’s fluid. 

I wish to thank the National Research Council of Canada 
fer aiding this research project with a grant for technical 
assistance, and Mr. Charles E. Jarvis for his excellent work in 
the preparation of the material and photomicrographs. 
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IN a previous communication (Rountree and Thomson 
1949) it was reported that 92 (47%) of 196 patients 
yielded penicillin- -resistant strains of Staph. pyogenes, 
and 7 (3-5%) yielded streptomycin-resistant strains. We 
have continued our examination of all strains of Staph. 
pyogenes isolated in this hospital, and we now record 
our findings during the twelve months from the beginning 
of April, 1949, to the end of March, 1950. 

In calculating the incidence of resistant strains we 
have used in the present series the numbers of patients 
rather than the numbers of cultures examined. No more 
than one culture from each patient has been included 
unless there was a change in phage type during the 
patient’s stay in hospital. We have also distinguished 
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Monthly incidence of penicillin-resistant (stippled) and streptomycin. 
resistant (hatched) strains of Staph. pyogenes. 
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between inpatients and outpatients. The laboratory 
methods have remained the same as those previously 
described. 

RESISTANCE TO PENICILLIN AND TO STREPTOMYCIN 

603 strains of Staph. pyogenes obtained from 513 
inpatients and 90 outpatients were examined for sensi- 
tivity to penicillin and streptomycin with the following 
results : 


Antibiotic No. of patients and % of total 
resistance Inpatients Outpatients 
Penicillin-sensitive 239 (46-6%) 68 (75-4%) 
Penicillin-resistant, 274 (53-4%) 22 (246%) 
Streptomycin-sensitive 441 (86-0%) 89 (98-9 
Streptomycin-resistant 72 (14:9%) 1 (1:1%) 


Penicillin 

Some of the 22 (24:6%) outpatients penicillin-resistant 
strains were isolated from patients who had been treated 
with penicillin, and we do not consider that the incidence 
of penicillin-resistant strains in the general population 
is 24-6%. The incidence of 53-4% inpatients penicillin- 
resistant strains cannot be directly compared with the 
incidence obtained by Rountree and Thomson (1949) 
in both inpatients and outpatients. If, however, the 
figures for both types of patients in the present series are 
combined, the incidence becomes 49%, which does not 
significantly differ from 47% found in the previous series. 
We therefore conclude that there has been no increase 
in the incidence of penicillin-resistant strains in this 
hospital during the period under review. 

Streptomycin 

All the streptomycin-resistant strains examined were 
also penicillin-resistant. From only one outpatient was a 
streptomycin-resistant strain isolated ; this was obtained 
after local streptomycin therapy of a varicose ulcer and 
was of the same phage type as the previously isolated 
sensitive strain. 

From 72 (14%) of the 513 inpatients streptomycin- 
resistant strains were isolated. The accompanying figure 
shows the monthly incidence of penicillin-resistant and 
streptomycin-resistant strains expressed as percentages 
of the total number of strains of Staph. pyogenes examined 
each month. The figure shows clearly the increase month 
by month in the incidence of strains resistant to strepto- 
mycin. There were no such strains isolated in April and 
May, 1949, but thereafter the figures rose from 2 strains 
out of 52 examined in June until 13 of 33 strains examined 
in January were streptomycin-resistant. 

The streptomycin-resistant strains were obtained from 
various sources, including sputum, urine, blood, and 
pleural fluids, but most of them came from clean surgical 
wounds cross-infected in hospital. In some of these 
patients streptomycin resistance developed after Strepto- 
mycin therapy given when the infecting organism was 
found to be penicillin-resistant, but there were many 
cases in which the organism was streptomycin-resistant 
on first isolation. 
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PHAGE TYPES OF STREPTOMYCIN-RESISTANT STRAINS 


It is apparent that we are observing with the strepto- 
mycin-resistant strains the same type of increase in 
incidence; as has already taken place with penicillin- 
resistant strains, and it becomes of interest to consider 
what phage types are involved in this development of 
streptomycin resistance. The phage types differentiated 
among 70 streptomycin-resistant strains were as follows : 


Phage type No. of strains 

7 other types 14 

Not typable .. 3 


In contrast to the scheme of classification adopted by 
Barber. and Whitehead (1949) we have preferred to 


* differentiate between types that are fairly closely related 


—e.g., 7, 31B, 47, and 47/318—rather than to include 
all these strains in one group, 6/7/47. Though there is 
no doubt that there is a close genetic relationship between 
these strains (Smith 1948), the differences observed in 
their ‘ pattern reactions’? with the series of phages 
used have remained constant during the period under 
consideration. Further, successive cultures from the 
same patient have yielded strains with identical ‘‘ pattern 
reactions ’’ ; any change in the phage reactions has been 
regarded as evidence of cross-infection with another 
strain and has usually been correlated with other observ- 
able changes in colony appearance. This differentiation 
of closely related types has allowed us to follow the rising 
incidence of types 47 and 47/318, which were infrequently 
found in the hospital during the previous period from 
October, 1948, to March, 1949. 

The three types 318, 47, and 47/318 account for 49 
(70%) of the streptomycin-resistant strains typed. 4 
strains of type 7 were recognised ; of the remaining 17 
strains 3 were not typable and the other 14 belonged to 
7 other phage types. These 14 strains, however, with 2 
exceptions, belonged to types which can be included in 
the 6/7/47 group. 

The increased incidence in this hospital of strains of 
Staph. pyogenes insensitive to both penicillin and strepto- 
mycin is therefore due to the propagation in the hospital 
environment of strains belonging to only a few phage 
types. 

One fact of obvious interest is that the strains of type 7 
and 318 are those which were predominant in the hospital 
as penicillin-resistant streptomycin-sensitive strains 
before the introduction of extensive streptomycin 
therapy. The emergence of streptomycin-resistant 
variants during streptomycin therapy of patients cross- 
infected with these strains and with strains of type 47 
has been previously observed (Barbour 1950). After 
these streptomycin-resistant strains had appeared in 
patients they were subsequently isolated from the noses 
of nurses and from the dust and air of the wards. Exami- 
nation of 90 colonies of Staph. pyogenes obtained on 
blood-agar plates used for taking a series of air samples 
in surgical wards during February, 1950, showed that 
75 colonies were penicillin-resistant and 58 resistant to 
both penicillin and streptomycin. All the doubly resistant 
colonies belonged to types 31B, 47, or 47/31B. 

It might be concluded from this evidence that anti- 
biotic-resistant staphylococci of group 6/7/47 predominate 
in hospitals because, as antibiotio-sensitive strains, they 
were already well established in the hospital environment 
when penicillin and streptomycin were introduced. On 
the other hand, it has been suggested (Barber and 
Whitehead 1949) that strains of this group are genetically 
less stable than those of other phage groups and so give 
rise to resistant mutants more rapidly. In our opinion 
the data presented here do not allow us to distinguish 
between these two hypotheses, and it seems possible that 
both mechanisms may be operating. 
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SUMMARY 


Of the 603 strains of Staph. pyogenes isolated from 
inpatients and outpatients between April, 1949, and 
April, 1950, and examined for sensitivity to penicillin 
and streptomycin and for phage type, 274 (53-4%) 
from 513 inpatients yielded penicillin-resistant strains 
compared with 22 (24-6%) from 90 outpatients. 

Strains resistant to both penicillin and streptomycin 
were obtained from 72 (14%) of 513 inpatients compared 
with 1 of 90 outpatients. This incidence of 14% was 
significantly higher than the 3-5% obtained with 196 
patients examined in the preceding six months (Rountree 
and Thomson 1949). 

At least .65 of these doubly resistant strains belonged 
to phage types of the genetically related group 6/7/47. 

This work was supported in part by a grant from the 
Australian National Health and Medical Research Council. 


We wish to thank Mr. G. Barr and Miss V. Sife for their 
excellent technical assistance. 
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In the earlier literature references to unsuspected 
uterine tuberculosis are few. Comyns Berkeley (1935) 
found unsuspected genital tuberculosis in 62 of 798 
(7-°7%) females dying of pulmonary tuberculosis, the 
body of the uterus being affected in 18 (2-3%). 

Over the past ten years several authors (Schockaert 
and Ferin 1939, Sutherland 1943, Halbrecht 1946, 
O’Brien and Lawlor 1947) have reported finding tubercu- 
losis in the endometrium of women who were symptom- 
less. The incidence has been unexpectedly high: 5-3% 
(Sharman 1947) and 6% (Schockaert and Ferin 1945). 
These’ reports, however, refer to women seeking advice 
at fertility clinics—a selected group. In the general 
population of women under hospital care the incidence 
is estimated at about 1% (Sutherland 1943). The subject 
in general has been reviewed by Sutheyland (1943, 1950) 
and Bamforth (1950). 

Since 1946 we have been investigating a small group 
of similar cases, and recently we have undertaken 
controlled treatment by chemotherapy. 


‘ INVESTIGATION 


Whenever tuberculous infection is found in a specimen 
of endometrium, obtained either for examination or 
during full curettage, the patient is asked to return for 
a repeat biopsy. This should be within the seven days 
preceding an expected period, at which time the volume 
of the specimen should be greatest. On this second 
examination the material is divided into two portions 
—one for histology and one for bacteriology. 

Histologically tuberculosis in the endometrium 
resembles tuberculosis in other tissues; but the more 
advanced stages (caseation, fibrosis, and calcification) are 
rarely seen. The lesion (fig. 1) is typically a focal one, 
situated about midway in the endometrium. It is in 
the stroma but adjacent to glands. The normal endo- 
metrium has lymphoid aggregates (fig. 2) in corresponding 
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Fig. I—A single tuberculous focus in the endo- 
metrium ( x 160). 


positions ; but these normal structures differ from the 
tubercles in the uniformity of their cells and the regularity 
of their grouping. It is presumed that the tubercle 
bacilli lodge in the lymphoid areas of the stroma as they 
do in other organs. Thus the lesion is often seen close 
to a gland, and as it enlarges it pushes into and finally 
bursts into the gland lumen. Essentially the endometrial 
tubercle comprises a central zone of endothelioid cells, 
with prominent eosinophil cytoplasm, surrounded by a 
variable zone of lymphocytes and plasma-cells. When 
the lesion bursts into the lumen, lymphocytes and other 
inflammatory cells will be found within the lumen. 
Some of the epithelioid cells may attempt to form 
giant-cells ; but giant-cells do not constitute tuberculosis, 
and tuberculosis is frequently diagnosed without them. 
The periodic shedding of the endometrium cuts short 
the formation of mature tubercles. 

Most often these circumscribed lesions are the only 
abnormal feature in the endometrium ; but there may 
be infiltrations of inflammatory cells in the stroma, 
with or without the focal lesions. Where a section 
shows these infiltrations, and there is no other demon- 
strable cause for the inflammatory response (e.g., retained 
products of conception), it is probably wise to suspect 
tuberculosis. Unlike normal lymphoid aggregates, such 
inflammatory cells appear diffusely in the stroma. 

There are other granulomas—though more particularly 
of the fallopian tube—which can be confused with 
tuberculosis. These include actinomycosis and. those 
due to helminth infestation, and to oily substances, 
unabsorbed sutures, tale, and other foreign bodies. 
These may ‘be distinguished either on clinical evidence, 
or by appropriate staining methods, or by studying 
their appearance under polarised light. Where bacterio- 
logical confirmation is possible, the exclusion of these 
alternatives.is less important. 

The aim of the bacteriological investigation is to 
isolate Mycobacterium tuberculosis by culture or animal 
inoculation or both, and to submit for typing each strain 
obtained. Identification of the organism establishes the 
diagnosis, and it can be tested for drug sensitivity. 
Previous work on the typing of strains obtained from 
gynecological cases has been scanty and difficult to 
evaluate. 

Cultivation is possible on a variety of media. 

First the pieces of endometrium must be converted into a 
form suitable for inoculation, and this may bé done by 
grinding with sterilised quartz sand in a sterile pestle and 
mortar. A loopful (or several) of the ground-up material 
is planted on one or more slopes of Dorset egg and Léwenstein- 
Jensen media. A fluid medium is also used. Cultures are 
examined at ten days and weekly up to two months. 


Fig. 2—Lymphoid aggregate in the stroma of normal 
endometrium ( x 160). 


Guineapig inoculation is 
usually performed using 
treated material. The 
treatment may be as given 
above, or one of the many 
chemical methods may be_ 
used. Chemically treated 
material is often regarded 
as more suitable for culture 
and inoculation. To cover 
up risks of bacterial con- 
tamination, both forms of 
treated material may be 
used for culture and for 
animal inoculation. In 
our experience a simpler 
method is giving reliable 
results. 

Through a small incision 
in the thigh of the guineapig, 
the untreated material is 
placed in the muscles, and 
the skin is closed with one 
or two sutures. The operation requires a short anesthetic, 
but the time taken from the curettage to its completion 
need be only a few minutes. Provided the material is 
placed deeply, the wound heals perfectly in five or six days. 
The stitch either falls out or is removed by the guineapig. 
Smears are taken from the regional and lumbar lymph-nodes 
and the spleen, and stained for tubercle bacilli. The organism 
is further inoculated on to culture media as described above. 

There are other methods for the detection of tubercle 
bacilli in the endometrium, but we have not used them. 
The Ziehl-Neelsen technique, which entails much tedious 
bench work, gives inferior results, and probably (though 
we have no experience of it) this is also true of fluorescence 
microscopy of the endometrium (Clegg and Foster-Carter 
1946, Browning and Mackie 1949). The vaginal discharges, 
particularly during menstruation, may be searched for 
organisms (Halbrecht 1947), but this method is not 
universally applicable. 


RESULTS 


The main object of this paper is to emphasise the 
value of adequate investigation when judging the results 
of chemotherapy. None of our treated cases can be 
included in this report, for only preliminary tests have 
been completed. The results of pre-treatment investi- 
gations of 24 patients can, however, be described. 

In 18 cases endometrial tuberculosis was diagnosed 
both histologically and by the method of guineapig 
inoculation described above. In 4 cases diagnosed 
histologically, animal inoculation gave negative results. 
In 2 of these tuberculous endometritis was present but 
the material examined was from-the tubes only. In the 
other 2 the disease was seen in the tube or ovary, but 
not in the endometrium, and only one animal test was 
performed in each case—on material obtained at opera- 
tion. Perhaps a repetition of the test would have given 
bacteriological confirmation ; this has been our experi- 
ence in 3 of the 18 cases already mentioned. Finally 
there are 2 patients whose investigation has so far given 
discordant results. 

In certain cases positive findings (histological and 
bacteriological) have been followed by double negative 
findings though the patient had not had any treatment. 
In another case a test after a course of streptomycin 
gave a positive guineapig result with negative histology. 
(One sample of endometrium, divided, was used for 
the test.) 

A few patients with pulmonary tuberculosis have been 
investigated but with consistently negative findings. 
Negative results have also been returned on a number 
of occasions in which endometrial tuberculosis has been 
suggested on clinical grounds. These two negative groups 
comprise about 30 cases. 
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TREATMENT 

Until recent times no clear views on treatment have 
been expressed, except for cases in which symptoms 
and signs have indicated removal of the uterus and/or 
tubes and ovaries. Modern chemotherapy, however, has 
offered new hopes of cure. 

The drugs available are streptomycin and p-amino- 
salicylic acid ; and though the lesions are small and often 
few in number, we think it necessary to give a heavy 
treatment—i.e., daily doses for three months of 1-0 g. 
streptomycin and not less than gr. 10 p-aminosalicylic 
acid. Apparent cures should not be accepted as definite 
until there is presumptive evidence that the patient’s 
disease has been arrested over two or three years. 

The small size of the endometrial lesion does not mean 
that the infection can be eradicated easily. Though 
endometrium and fallopian tubes may be involved at 
the same time, the infection is blood-borne and comes 
from a distant focus. The chemotherapeutic attack is 
on the distant focus as well as on the uterus. In the 
cases reported by others, and those encountered by us, 
there has often been a history of tuberculous disease 
for ten or fifteen years or more. 

Accordingly, frequent biopsies of the endometrium 
are inadvisable, and after a course of treatment it seems 
best to wait for three months, repeating the examination 
two or three times per annum subsequently. The material 
should always be examined both histologically and 
bacteriologically. A negative histological result while 
waiting (two months) for the bacteriological finding can 
raise false hopes. 

DISCUSSION 

The silent tuberculous lesion of the endometrium is 
not as rare as has been supposed and it can be recognised 
by methods which are easy to follow. In 22 of our 
cases the diagnosis was unequivocal and absolute bac- 
teriological confirmation was obtained in 18. We have 
not yet proceeded with the typing of strains of Myco. 
tuberculosis isolated ; but this is clearly desirable. We 
attach great importance to reducing the number of 
post-chemotherapy biopsies and curettages and increasing 
the intervals between them (Haines 1950). Cure cannot 
reasonably be presumed because the endometrium has 
not developed a new tuberculous focus in the month 
—or even the three months—foll$wing treatment ; for 
pelvie tuberculosis is a blood-borne disease and the 
focal point must often be outside the gynecological field. 
Caution in judging the effects of streptomycin treatment 
is as necessary here as in other forms of tuberculosis. 


SUMMARY 

Of 24 cases of tuberculous endometritis, recognised 
histologically, the diagnosis was confirmed bacteriologi- 
cally in 18 and 2 are still under review. Examination of 
30 other patients gave negative results. 

The need for care in judging the effects of treatment 
is emphasised. Repeated biopsies are necessary, but should 
not be frequent. 


We wish to express our thanks to the clinical staff of 
Chelsea Hospital for Women for their help in following these 
cases, and to Mr. H. J. Turner for the photography. 
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BRONCHIAL asthma, as every honest man knows, 
is incurable. Children may grow out of it, and adults 
have long periods of freedom ; but the fact remains that 
an asthmatic is always a potential wheezer, and no 
particular drug or method of treatment is a’ specific 
against relapse. You have only to look at the case- 
records of any asthma clinic to see the natural history of 
the disease—relapse and remission—unfolding itself. 

The worst cases are a challenge to medical science ; 
and where all else has failed, operations have been per- 
formed on the autonomic nervous system with a view 
to isolating the lungs from external influences. 

Miseall and Rovenstine (1943) and Carr and Chandler 
(1948) reported success from bilateral injection or 
excision of sympathetic ganglia. Klassen et al. (1950) 
obtained equivocal results in three patients treated by 
vagus resection and showed by bronchography that 
bronchospasm was still present. Blades et al. (1950) 
reported ‘‘ cure’’ or improvement in twenty-two out of 
thirty-eight patients treated by vagus resection, the 
operation in some cases being confined to one side 
only. Earlier, Rienhoff and Gay (1938) had attempted 
complete denervation by bilateral resection of the 
posterior pulmonary plexus, and they reviewed twenty- 
one cases between 4 and 8 years after operation (Gay 
and Rienhoff 1942). There had been nine deaths, seven 
in the immediate postoperative period. Four cases 
were entirely unimproved. The successes numbered 
eight—three 100%,” one 75%,” and four 50% "— 
but one of the last died from heart-failure 7 months after 
operation. There was no correlation between the 
ages of the patients and the success, or otherwise, of 
the operation. The operators were impressed by the 
fact that they were quite unable to forecast which cases 
were likely to do well and which badly; their only 
criterion for operation was failure of medical treatment, 
and they suggest that the best cases may be those in 
which one has no clue to the exciting cause. They would 
exclude all cases palpably associated with any known 
cause—be it psychoneurotic, infective, or allergic. They 
make two points of interest about their operation : 
(1) where asthma occurred between the two operations 
it tended to be unilateral and confined to the unoperated 
side ; and (2) it often took several months for the asthma 
to clear, the attacks gradually becoming less and less 
severe. 

The present series was selected for very much the 
same reasons as Rienhoff and Gay’s, but the patients 
had been, on the whole, less continuously ill. 

The operations were done by Mr. Ronald Edwards 
and Mr. H. V. Wingfield, at the Liverpool Chest Surgical 
Unit, Broadgreen Hospital, the technique being as 
follows : 

The chest was opened up via the bed of the displaced 6th 
or 7th.rib, The vagus nerve was identified posterior to the 
lung root, and all branches’going to the posterior pulmonary 
plexus were divided, segments being excised from them. 
The main branch to the anterior plexus was also divided. 
About 3 weeks separated the operations on the two sides, 


The procedure resembles that of Rienhoff and Gay, 
but they would criticise us for leaving the sympathetic 
connections. Mr. Edwards states, however, that the 
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sympathetic fibres from the 2nd, 3rd, and 4th sympa- 
thetic ganglia are inextricably mixed up with the plexus, 
and one cannot be certain of having removed them 
unless the whole plexus is dissected out; not only is 
this a time-consuming and sanguinary operation, but 
also it is impossible to be sure when the task is completed, 
because the plexus and the areolar tissue appear so 
much alike, 

CASE-RECORDS 


Case. 1.—A man, aged 44, had enjoyed excellent health 
up to the age of 40. At that time he married, but the union 
was a failure, and he started to have mild attacks of asthma, 
which disappeared when he obtained a divorce. Good health 
followed until 6 weeks after his second marriage, nearly 2 
years ago. The asthma then began in earnest, although 
his second wife was a paragon. Time after time he relapsed 
with severe attacks, always necessitating hospital treatment 
and completely incapacitating him for work. 

Investigations into possible allergy made him worse. He 
was found to be sensitive to moulds, but desensitisation 
did not help, and he developed a mould mania; he pulled 
up the boards of his house in his obsessional witch-hunt, 
and when in hospital, much to the matron’s annoyance, 
he found some penicillium growing in his bed locker. He 
was examined psychiatrically, and it was thought that the 
uncertainty of the reaction of his children to their new mother 
might explain his trouble. It may have been so, but the 
knowledge of it did not make the slightest difference to the 
patient. Between attacks he was perfectly well, and there 
was no evidence of any permanent damage to his lungs. 

He was considered suitable for operation, and vagal 
resection was done when he was asthma-free in March, 1950, 
nineteen days separating the operations on the two sides. 

The response was dramatic. He put on weight, lost his 
asthma, and left hospital a new man. He went back to work 
for 4 happy months, after which he returned to hospital with a 
relapse. His attacks before and after operation seemed 
to me to be exactly the same ; but he is again at work and he 
regards the operation as miraculous. He still thinks of his 
15 weeks’ freedom, says that his present relapses have not been 
nearly so severe as his previous attacks, and continually 
advises fellow sufferers to seek operation. 


Case 2.—A married woman, aged 62, had begun to have 
asthma about 12 years ago; at that time her husband won 
some money and immediately took to drink and became 
unmanageable. Her daughter, now married, started attacks 
at the same time, and it is alleged that the wheeziness in 
one precipitated it in the other. Attacks in the patient 
appeared to coincide with her husband’s bouts of drinking. 
No allergic factors were discovered, but she stated that 
she sometimes had dermatitis with the asthma. This latterly 
had been complicated by bronchitis, purulent and occasionally 
bloodstained sputum being coughed up. Her spasms were 
of appalling severity, and in them she was often unconscious 
and always incontinent. Heart-failure had been a complica- 
tion early this year. In between the severe attacks she was 
always giving herself injections of adrenaline. Vagal resection 
was advised in view of the failure of all the usual measures, 
and the left side was done on July 27, 1950. The right 
side was done on Aug. 22. 

The result to date has been remarkable. She has been 
entirely free from asthma since the first operation and denies 
having had the slightest trace of a wheeze. She has thrown 
away her inhaler and al! her drugs, is living an entirely normal 
life, and says she has never been so well for 12 years. Her 
domestic troubles, though stil] present, no longer appear to 
worry her now that she is free from asthma. 


Case 3.—A girl, aged 21, had had eczema and asthma from 
the age of 4 years. ‘Since the bombing” the asthma had 
been progressively worse, and from the time that I came to 
know her 2 years ago she had been’ in and out of hospital a 
dozen times or more. Why she relapsed nobody knew. She 
was a flat inhibited dull sort of girl, unlike the usual asthmatic 
type, and we all rather felt that she did not make much 
effort to get better, though her attacks were so very violent. 
She was found by skin tests to be sensitive to house-dust, 
horsehair, feathers, moulds, and fish, but specific desensitisa- 
tion, and later ‘ Lertigon,’ made no improvement. Yet she, 
too, was well in between the attacks, with no evidence of 
chronic infection or emphysema. For this reason I advised 
vagal resection, which was done in June, 1950. For four 


DR. CLARKE : ASTHMA TREATED BY VAGAL RESECTION 


{reB. 24, 1951 439 


months she improved and had no attacks, but she remained 
somewhat wheezy and was taking half a tablet of ‘ Neo- 
Epinine’ daily. She also complained of cough and shortness 
of breath. She relapsed in November with a typical attack, 
but she too insisted that it was not nearly so severe as those 
before operation. 


Case 4.—A single woman, aged 31, had had chest trouble 
of one kind and another since infancy. She had pneumonia 
at the age of 4, pleurisy at the age of 7, and multiple attacks 
of bronchitis during adolescence. True asthma started about 
the age of 21 and continued from that time, with increasing 
severity. In January, 1950, associated with a bad attack, 
she had a right-sided spontaneous pneumothorax. A second 
pneumothorax (also right-sided) developed in March with a 
further attack of asthma. Physical examination at the end of 
April showed her to have severe emphysema and chronic 
bronchitis, and at that time she was also dyspneic and 
wheezy. 

Vagal resection was performed on May 6 and 20, 1950, 
and in addition it was considered that the bilateral thoraco- 
tomy would fix the lungs by pleural adhesions to prevent any 
further pneumothoraces. The immediate postoperative course 
was good; her asthma disappeared and she went home 
much improved. This improvement was maintained for 
21/, months, but she ‘was never strong enough to get back 
to her work as a secretary. She relapsed in mid-August 
with a severe attack of asthma complicated by bronchitis. 
With heavy sedation she gradually improved sufficiently 
to go to the South of England. There she relapsed again 
and has required a further period in hospital since coming 
home. Her doctor tells me that, although her attacks have 
been severe, she has never been so acutely ill as before the 
operation. 


Case 5.—A boy, aged 15, had had asthma-prurigo syndrome 
since the age of 3 years, the eczema and asthma often alterna- 
ting. Precipitating factors known to the patient were certain 
fruits, fish, grass in May and June, and house-dust. During 
the past few years the asthmatic attacks had been getting 
progressively severe in spite of desensitising injections to the 
appropriate allergens. In between the attacks he was reason- 
ably well and played games at school. He was alert and 
bright mentally, with a very good visual and auditory 
memory. ' Because of the increasing severity and progressive 
lessening of free intervals, vagal resection was advised, and 
the operations were performed in January, 1950. He stood 
them well and remained free from asthma while in hospital. 
He relapsed on the doorstep the moment he arrived home. 
For the first 3 months after operation the asthma was less 
severe, attacks lasting '/,-1 day and occurring at intervals 
of 7-10 days. Between June and August they became 
slightly more infrequent, occurring at intervals of 12-14 days. 
In August, while free from attacks, the patient began to have 
precordial pain and tachycardia on exertion. These symp- 
toms persist. His asthma has relapsed badly. He is now 
getting attacks every day. He is losing weight, not growing, 
and his condition is no better, and perhaps worse, than 
before operation. 


Case 6.—A girl, aged 18. She had had attacks of asthma, 
worse in the summer, since the age of 7, and in the past year 
the attacks had been extremely severe and very frequent. 
She had been found to be sensitive to pollens, mixed moulds, 
and house-dust, but desensitisation to these had not materially 
affected her. On the psychological side it was thought that 
there might be some instability of background, since her 
father and mother were separated and she was looked after 
by her grandmother. Vagal resection was decided on, and 
the right side was done on Aug. 29, 1950. The patient stood 
the operation well but developed a cold a fortnight later ; 
it was therefore decided that she should convalesce before the 
other side was done. I saw her again a fortnight later, when 
she had been admitted to hospital as an emergency. Her 
asthma had returned, and her condition was exactly the same 
as before operation. None of us could detect the slightest 
difference in the spasm of the operated and non-operated 
sides. The condition cleared quickly, and the second side 
has now been done, but insufficient time has elapsed for 
assessment. 

COMMENT 


If one had to hazard a guess at the outcome of any 


new form of treatment in asthma, one could safely 
predict that the immediate result would be good but that 
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a relapse would follow. That this has generally happened 
in the present small series is clear, though whether the 
remissions have been due to psychological causes or to 
some non-specific effect of the operation is not known. 
The results up to now must be regarded as poor, and it 
is clear that it is possible to have typical bronchial 
asthma after resection of the vagus nerves to the lungs. 
We feel, however, that at any rate no harm has been 
done, and the procedure seems to be reasonably safe in 
Mr. Edwards’s hands. It is just possible, too, that 
in some of the cases we are witnessing the gradual post- 
operative improvement noted by Rienhoff and Gay. 
This, and the striking result in case 2, leads us to think 
that there is just enough evidence to warrant the opera- 
tion in intractable cases. We agree, however, with 
Rienhofft and Gay that there is no indication that any 
particular type of patient will benefit, the only criterion 
being “ failure of medical treatment.”’ 


SUMMARY 


Six patients with intractable bronchial asthma under- 
went bilateral resection of the vagus. The results on 
the whole were disappointing, but it is felt that there is 
a case for further observations. 


My thanks are due to Dr. R. Coope, Dr. L. Findlay, and 
Dr. W. 8. Sutton for permission to report their cases. 


ADDENDUM 


Four months after this article was written a follow-up 
showed : 

Case 1.—Several relapses. Condition similar to that before 
operation. 

Case 2.—Remained entirely well. 

Case 3.—No further relapses; occasional wheeziness. 
Distinct general improvement. 

Case 4.—No further relapses. Slow improvement and back 
at work, Wheezy bouts occasionally, relieved by amino- 
phylline or inhaler. 

Case 5.—Marked improvement since tonsillectomy in 
October, 1950. 

Case 6.—No relapse since second operation. Married. 
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ORGANIC HYPERINSULINISM TREATED 
WITH ALLOXAN 


W.S. L. M. J. G. LyNcu 
M.D. Belf., M.R.C.P. M.B. N.U.I., M.R.C.P. 
CONSULTANT PHYSICIAN PATHOLOGIST 


FARNBOROUGH HOSPITAL, FARNBOROUGH, KENT 


THIS case is considered worthy of publication because 
of the two factors in the wtiology and the results of 
treatment with alloxan. 


CASE-RECORD 


The patient, first seen in 1949, was a man aged 36 working 
as overseer at the General Post Office. His illness had begun 
in childhood, for in 1918 he had griping pains in both sides of 
the lower abdomen, radiating into the left side of the chest. 
At first the pains would come on after every meal on two 
successive days, with no further pain for about a year. Early 
in 1949, however, the attacks grew more frequent and severe, 
lasting for two hours. (The appetite remained good.) He took 
to his bed on Sept. 6, 1949, because of increasing prostration 

and night sweats, which wakened him at night. The attacks, 
from being intermittent, became regular, occurring each 
midnight ; occasionally he had a further attack at 6 A.M. 
At this stage his wife sought the advice of a pharmacist, who 


suggested the use of glucose. Taken at bedtime this prevented 
most of the midnight attacks, but he continued to have 
occasional attacks at 6 a.m. Attacks were promptly relieved 
by glucose. He had lost half a stone in weight in the year 
preceding his admission to hospital on Oct. 13, 1949. <A 
feature of note in his past history was that about 1937 he had 
an attack of infective hepatitis. 

On examination he was thin but not emaciated. The liver 


edge was palpable in the right midclavicular line at the level 
of the umbilicus; 


it was round, 
firm, and not 


ALLOXAN LY. exe 
tender. Two 8 
mode rate-sized | 
nodules were 
palpable on the ALLOXAN by mouth 
edge of the right Ce 
lobe. ADDITION OF PROTEIN 
Progress.— At HYDROLYSATE TO DIET 


6 a.m. on Oct. 15 
he woke and 
asked for water. 
He then became 
restless and 
excited, and 
struggled 
violently. His 
recovery was 
spontaneous. 
At 5.15 a.m. on 
Oct. 24 he came 1 1 
sweat and be- OcT. NOV. DEC. 
came irrational, Fig. |\—Frequency of hypoglycemic attacks. 
recovered a 
little, and then suddenly lapsed into coma at 6.30 a.m. Two 
hours later, when seen by the house-physician, he was in a 
deep coma, breathing stertorously, and sweating profusely. 
His pulse was rapid and irregular and his blood-pressure 
160/70 mm. Hg. The plantar responses were extensor. On 
being given 15 ml. of 50% glucose intravenously he recovered 
rapidly. At this time he was having two or three (hypo- 
glycemic) attacks each day (fig. 1). Usually he would begin 
to sweat profusely, lapsing rapidly into coma unless given 
glucose by mouth. On other occasions the attacks were more 
gradual and showed all the features typical of hypoglycemia. 
Diet.—On Oct. 22 he was put on a 2000-calorie diet, equi- 
valent to 210 g. of carbohydrate and 75 g. of protein a day. 
Unfortunately his appetite became very capricious and it 
proved impossible to proceed with proposed observations on a 


40z. 3or 4 times a day 


aac 


LAPAROTOMY 


N°. OF HYPOGLYCA:MIC ATTACKS 


high-protein diet. He was given 100 g. of glucose orally at 


the beginning of each attack. 


Operation.—On Nov. 7, a laparotomy was performed by 
Mr. Cyril Cookson. The liver was found to be much enlarged 
and congested, with large firm whitish nodules on its surface. 
The tail of the pancreas appeared normal, but its head was 
fused with the liver. No evidence of peptic ulceration was 
found. <A small piece of liver was taken for histological 
examination. This specimen was unrepresentative and was 
wrongly taken to be a metastasising islet-cell tumour. 


Postoperative Course.—Shortly afterwards the patient 
deteriorated steadily and developed ascites. The hypo- 
glycemic attacks increased in frequency and severity. The 
addition of casein hydrolysate to his scanty diet did not 
affect their occurrence. His condition continued to deteriorate 
steadily and a secondary deposit appeared on the right side of 
his chest. 

Alloxan Therapy.—Frtom Nov. 19 to Dec. 5 he had 17-3 g. 
of alloxan (14-8 g. by mouth and 2:5 g. intravenously (fig. 1) ). 
However, the frequency of hypoglycemic attacks increased. 
On Dee. 8 alloxan 20 g. was administered in 250 ml. of physio- 
logical saline solution, together with intravenous penicillin 
500,000 units in 15 minutes. On Dec. 9 there were oliguria, 
albuminuria, and hematuria, followed next day by anuria 
and a slight icteric tinge in the skin. Two very severe hypo- 
glycemic attacks occurred that afternoon. At 7 P.M. his wife 
took him home against medical advice. His doctor informs us 
that he had a mild hypoglycemic attack at midnight on 
Dee. 10, 1949, and a more severe attack at 3 next morning. 
At 8 a.m. he complained of pain in the lumber region. 
Thereafter he lapsed into coma and he died at 4.30 P.M. on 
Dee. 11, 1949. 
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Necropsy Findings.—The liver was grossly enlarged and 
diffusely and. densely studded with tumour nodules from a 
few millimetres to a few inches in diameter. Secondary 
deposits were found in the right fourth and fifth ribs and in 
the body of the sternum. The lungs were congested and 
cedematous, the kidneys swollen and deeply congested. The 
pancreas was somewhat adherent to the liver; it appeared 
normal in all respects and in all parts, except in the substance 
of the mid-body, where fleshy nodules could be felt. No 
extrahepatic primary growth was found, and a primary 
intrahepatic carcinoma was diagnosed. 

Histology.—Sections of the liver showed a hepatoma of 
multifocal origin. In the kidneys epithelial damage to both 
sets of convoluted tubules was severe, and the lumina con- 
tained much eosinophilic granular debris and some detached 
cells. Congestion was well marked, and most glomeruli showed 
a similar debris, with hemorrhage in the capsular spaces of 
some. The cytological findings in the pancreas are presented 
below with the account of the effects of alloxan. Here suflice 
it to say that numerous sections of the nodules in the body 
~ the pancreas showed these to consist of simple hemolymph 
glands, 

Biochemistry.—The results of relevant tests were as 
follows : 


Results and comments 
12-6 mg. per 100 ml. 


61 mg. per 100 ml. (36 
hours after intravenous 
alloxan 20 g.) 

Cholesterol 173 per 
100 ml.; total lipoids 
1160 mg. per 

(normal = 450-— 

550 -)3; blood fatty 
acids =- 987 mg. per 100 ml. 
(normal = 310-360 mg.) 
Serum-citric acid .. 53:3 mg. per 100 ml. (5 
controls = 1:66, 2-15, 3:6, 
2-9, and 2-4 mg.) 

3:72 mg. per 100 mi. 
(normal about 1 mg.) 
133 mg. per 100 ml.=1-86 
g. per 24 hr. (6 male 
controls = 30, 27°5, 35-75, 
44, 22-5, and 19-2 mg.) 

10-0 mg. per 100 
0-14 g. per 24 hr. (con- 
trol = 1-24 mg. per 100 ml.) 

Urinary citric acid .. 71-4 mg. per 100 ml.= 

1-16 g. per 24 hr. 

Urinary pyruvic acid 6-56 mg. per 100 ml.= 
0-11 g. per 24 hr. 

77-5 mg. per 100 ml.= 
1-04 g. per 24 hr. 

33 mg. per 100 ml.= 
51-1 mg. per 24 hr. 

po 8, 1949 19-8 mg. per 100 ml, 

de 8, 1949 2:3 mg. per 100 ml. 


At no time were any ketone bodies found in the urine on 
repeated routine tests. Citric acid was determined by the 
method of Pucher et al. (1936), and pyruvic acid by that of 
Friedemann and Haugen (1943). 


DISCUSSION 


It is considered that the condition was one of organic 
hyperinsulinism due primarily to hypertrophy and 


Investigation 


Date 
Dec. 5,1949 Urea level of ascitic 


fluid 
10,1949 Blood-urea .. 


Nov. 14,1949 Blood lipoids 


» 17,1949 


17,1949 Blood-pyruvic acid. . 


» 17,1949 Urinary citric acid. . 


‘a 17,1949 Urinary pyruvic acid 


» 20,1949 
» 20,1949 
Dec. 1,1949 Urinary citric acid.. 
Pr 1,1949 Urinary pyruvic acid 


Plasma citric acid .. 
Blood pyruvic acid. . 


—— BEFORE ALLOXAN (WOovV.//) 
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Fig. 2—Glucose-tolerance curves before and after alloxan 83 g. 
by mouth. 
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Fig. 3—Pancreas showing abundant islet tissue, in places associated 
with small ducts. (Hamatoxylin and eosin; x 95) 


hyperplasia of the islets of Langerhans, and later com- 
plicated and exacerbated by the development of a primary 
liver-cell carcinoma. 


Clinical Evidence 

In the present instance Whipple’s three criteria 
(Graham and Oakley 1950) of organic hyperinsulinism 
are satisfied : (1) the attacks occurred when the patient 
was fasting; (2) the attacks were relieved by glucose 
given without the patient’s knowledge—i.e., when he 
was in coma—and (3) the blood-sugar level was below 
50 mg. per 100 ml. during the attacks (fig. 2). Conn’s 
(1947) criterion that severe hypoglycemia is always 
precipitated by a short fast was also satisfied. 

Owing to the rapidly increasing severity and frequency 
of the attacks Conn’s (1940) standard dietary preparation 
for the glucose-tolerance tests could not be used, and the 
tests had to be modified. Glucose (100 g.) had to be given 
at least once during the night preceding the test. At 
7 a.m. 50 g. of glucose was given ; this was followed by 
a light breakfast at 8 a.m. The tests were begun at 
9 a.M. with 15 g. of glucose followed by 100 g. at 10 a.m. 
The two curves (fig. 2) require little comment. Other 
workers—e.g., Kane (1947)—have described also attacks 
of acute abdominal pain associated with hyperinsulinism. 

Although we have no definite clinical evidence of the 
effect of alloxan on the hypoglycemia, the attacks 
decreased in frequency and severity during the twenty- 
four hours after the patient’s discharge from hospital. 
The nature and significance of his terminal coma are 
uncertain. After 8 g. of alloxan by mouth, the second 
glucose-tolerance test showed a suggestive peak at 
21/, hours. Lukens (1948) records the experimental 
production of diabetes by oral alloxan, though it is 
generally agreed that oral administration is ineffective. 

The toxic effects of alloxan (which have been noted 
by others) include thrombophlebitis, rigors, vomiting, 
and tetany (Graham and Oakley 1950). Brunschwig et al. 
(1944) observed restlessness, cyanosis, perspiration, 
dyspnea, vomiting, and severe hemolytic anemia with 
jaundice. Conn and Hinerman (1948) remark on the 
light-red colour of the urine after alloxan and inde- 
pendent of hematuria, and attribute it to a reduction 
product. This was also seen by us. Conn and Hinerman 
(1948) and Brunschwig et al. (1944) state that the blood- 
urea level did not rise after the administration of alloxan, 
though the transitory occurrence of casts, red cells, and 
a trace of albumin in the urine were seen. In the present 
case, thirty-six hours after the intravenous injection of 
20 g. of alloxan, the blood-urea level rose to 61 mg. 
per 100 ml., and hematuria and oliguria were followed by 
anuria. 
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Evidence 

The relevant findings are listed above. Significantly 
high vaiues were obtained for blood-fatty acids, serum- 
citric acid, and blood-pyruvic acid. The urinary excretion 
of citric and pyruvic acids was excessive. Although the 
former represent only three stages in the long chain of 
energy changes involved in oxidising glucose, the uni- 
formly high values obtained indicate an accumulation of 
the products of the C, tricarboxylic acid cycle (Breusch 
1948). The raised pyruvic-acid level may be due to the 
excessive secretion of insulin (Bueding et al. 1942). 
Derangement of the metabolism of protein and fat 
due to liver disease may also have contributed to the 
raised values obtained. 

Dr. H. Weil-Malherbe informs us that he has found 
a slight decrease in the serum-citrate level in artificial 
hypoglycemia. This suggests that in the present case 
the liver did not break down citrate. 


Histological Evidence 

The photomicrograph of a section chosen at random 
(fig. 3) shows that the pancreas contained an abnormal 
number of islets. Many of these islets were abnormally 
large (fig. 4). Although K. C. Richardson (cited by 
Graham and Oakley 1950) believes that the variation 
in size of the normal islets is so great that one cannot 


Ene 


Fig. 4—Pancreas showing giant islet measuring 660 un « 360u 
(1089 cells counted). (Gomori’s stain; x 120) 


diagnose hyperplasia, we are of the opinion that the 
island here depicted is pathological. 


Effect of Alloxan 

The necrotising effect of alloxan on the islet cells, 
especially the «-cells, was observed in all sections. In all 
sections which were examined no undamaged islet was 
seen. Changes took the form of cellular loosening and 
detachment, with loss of constituent cells in varying 
degree ; some islets consisted of almost empty spaces 
with a few tattered cells and amorphous granular cyto- 
plasmic debris. Many cells appeared swollen, and most 
presented a matt eosinophilic appearance when stained 
with hematoxylin and eosin, the nuclei appearing small 
and pyknotic. These changes agree with those observed 
in rabbits by Dunn et al. (1943a and b, 1944). In addition, 
interstitial hemorrhage was found in some islets (fig. 5). 

A good account of the cytological effects of alloxan 
in man is given by Conn and Hinerman (1948), who 
found similar changes in a portion of normal pancreas 
removed from a patient who had had 60 g. of 
intravenous alloxan in nine days. 

Brunschwig et al. (1944), however, found only 
** questionable evidence of injury to a number of cells in 
some of the islets.’ Two explanations, of practical 
importance, have been put forward to account for this 
discrepancy. The first is the fact that alloxan, known 


Fig. 5—Pancreas showing interstitial hemorrhage and necrosis of 


constituent cells in islet of Langerhans. (Haematoxylin and eosin; 
165) 


to be rapidly eliminated, was administered too slowly, 
and the second that the preparation of alloxan used may 
have been ineffective. 


SUMMARY AND CONCLUSIONS 

A case of organic hyperinsulinism treated with alloxan 
is described. The toxic effects of alloxan are listed as a 
warning against its indiscriminate use, and it is suggested 
that therapeutic results are more likely to be obtained 
with intravenous injections of 100-200 mg. per kg. of body- 
weight given rapidly (10-30 minutes) as a 5% solution. 


Our thanks are due to Dr. G. Brownlee for much helpful 
criticism and advice. We are also indebted to Dr. George 
Graham, to Dr. D. Haler, to Mr. E. A. Jones of the Wellcome 
Research Laboratories, and to Mr. E. Scott, Mr. E. A. Checks- 
field, and Mr. E. Poynter of the Farnborough Hospital. 
The alloxan was supplied by Messrs. L. Light and Co., Ltd., 
Wraysbury, Middlesex. 
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. The dev of the of general practice 
it health centers will require three steps, the first of which 
is the grouping of family practitioners to practice from health 
centers. This is much more difficult in the democratic than 
in the totalitarian countries. The necessary change of medical 
mores in democratic countries will require a long and slow 
educational process, apart from the magnitude of the physical 
problem of providing the necessary number of centers. . . 
The second and third steps to extend the practice of clinical 
medicine to include the diagnosis and prevention of social 
pathology and to integrate the personal health services into 
general practice, which are now provided through ‘ad hoc ’ 
public health agencies for separate population groups, will 
require in the United Kingdom at least a quarter of a century, 
for two reasons. The general practitioner will have to receive 
his clerkship training in an environment much different 
from that which is limited to teaching institutions dealing 
primarily with cases of illness mostly referred for consulta- 
tion. Satisfactory clerking, in turn, will not be possible 
until students can practice in health centers with physicians 
as captains of medical teams taking the family as the unit. ... 
—Dr. Joun B. Grant, Tijdschr. soc. Geneesk. June, 1950. 
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was unlikely owing to the free flow of secretion. 
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TUBERCULOSIS OF THE NASOLACRIMAL 
DUCT 


P. G. Konstam M. J. MEYNELL 
F.R.C.S.E. M.D., B.Sc. Sheff., 
LATE ACTING DIRECTOR, M.R.C.P., DPPH. 
CASUALTY SERVICE CLINICAL PATHOLOGIST 


THE GENERAL HOSPITAL, BIRMINGHAM 


TUBERCULOSIS of the nasolacrimal duct is sufficiently 
uncommon to be worth recording, particularly if, as 
we believe, the condition arises primarily in the duct 
without evidence of disease of either the eye or the nose, 
and when there is no evidence of tuberculosis elsewhere— 
i.e., it is a primary complex. The condition can be best 
described as a primary tuberculous “ chancre ” ofthe 
nasolacrimal duct. 

The only English reference found is that of McKenzie 
(1939), who describes a case secondary to tuberculosis 
of the turbinate bones, and summarises previous reports. 

Seifert (1899) stated that tuberculosis of the naso- 
lacrimal duct was always secondary to tuberculosis of 
the bony walls (very rare and possibly associated with 
lupus), the nose, or the conjunctiva. He held that the 
commonest route of infection was from the nose. So 
long as the mucous membrane of the lacrimal sac was 
healthy and the lumen of the duct was patent, infection 
As soon 
as the lower opening was closed, infection might enter 
from above in the tears, or more likely from below— 
i.e., the nose. Seifert mentioned three cases of tuber- 
culous nasolacrimal duct due to primary nasal infection. 

Work has been done experimentally in rabbits. 
Gourfein (1899) showed that a primary infection of the 
nasolacrimal duct could be produced two to four months 
after the introduction of tubercle bacilli into the 
conjunctival sac. He concluded that the lacrimal 
ducts were not protected by natural secretions. 

Aurand (1900) described a case in a man, aged 24, 
who presented with an infection of the lacrimal sac 
which was followed three years later by tuberculosis of 
the nose and conjunctiva. 


CASE-RECORD 


A boy, aged 14 months, was first seen in the casualty 
department on Oct. 6, 1949. Examination revealed a small 
indurated nodule with superficial ulceration, the whole 
the size of a small pea, just beside the right inferior lacrimal 
canaliculus. There was another ulcer about !/, in. in diameter, 
flat and dry, en the cheek in the region of the superficial 
parotid (preauricular) glands. The right submandibular 
glands were visibly enlarged and palpable. There was a 
decided right hemifacial @dema. No other abnormalities 
were detected. The child’s general.condition appeared good. 


Previous History—tIn June, 1949, his mother noticed a 
swelling of his right eye, which discharged a small quantity of 
purulent material. Shortly after this she noticed a small 
swelling over the parotid gland. He was taken to a doctor, 
who treated him with sulphonamides. In September the 
doctor incised the swelling over the parotid. Apparently a 
small quantity of purulent material was obtained, and the 
resultant ulcer never healed properly. Three weeks before 
the boy was brought to the hospital his doctor noticed further 
swellings in the submandibular region. 


Family History.—He is an only child. His mother, when 
first seen, denied any family history of tuberculosis. All 
we could do by way of investigating her was to radiograph 
her chest and estimate her erythrocyte-sedimentation rate 
(z.s.8.) Radiography showed some consolidation below the 
apex of the left lung which could very well be tuberculous. 
The £.s.R. was normal. There were no physical signs of 
tuberculosis of the chest, and the mother refused to have her 
sputum examined. After a good deal of persuasion we 
to obtain a radiograph of the father’s chest which showed 
calcified spots on the right side—evidence of old fibroid 
phthisis. The father reluctantly admitted having been in a 
sanatorium for some time with an artificial pneumothorax. 
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He to his had last been positive, 
but hinted that it was not long ago. He would not codperate, 
and nothing beyond a radiograph could be got from him. 

Investigation of Patient—The submandibular swelling was 
aspirated. The specimen consisted of mucopus. Stained 
films showed debris with occasional pus cells. A few acid- 
fast and alcohol-fast bacilli were present. No other organisms 
were seen. Cultures showed no growth after seventy-two 
hours. Cultures on Sabouraud’s medium remained sterile 
after fourteen days’ incubation at 20-22°C. A blood-count 
showed Hb 76% and white cells 9600 per c.mm. (differential 
count not significantly altered). Radiography showed no 
obvious abnormality of chest or sinuses. Sinus puncture 
was not attempted. Examination of nose, pharynx, and 
‘eyes was negative. A Mantoux test was strongly positive 
in a dilution of 1 in 100,000. A biopsy specimen from the 
edge of the ulcerated area over the parotid lymph-gland 
proved to be skin and subcutaneous tissue. The dermis 
was densely infiltrated by acute and chronic inflammatory 
cells and many typical tuberculous giant cells, strongly 
suggesting :tuberculosis. 

Treatment and Progress.—A course of streptomycin 0°25 g. 
six-hourly was begun on Oct. 21, 1949. The child’s general 
condition remained good and at no time did he have pyrexia. 
However, on Nov. 7 the fluctuant swelling over the sub- 
mandibular region was aspirated and more mucopus was 
removed. The child was thenceforth given ‘ Calciferol’ 
50,000 units daily in addition to the streptomycin. Despite 
this therapy the swelling increased ; so it was excised on 
Nov. 19, 1949. The entire mass of superficial and upper deep 
cervical glands was removed. They had broken down and 
were in different stages of destruction. Histologically the 
lymph-nodes were almost entirely replaced by large numbers 
of typically tuberculous follicles. Caseation was present. 
All the lymph-nodes showed a well-defined fibrous tissue 
reaction. Cultures on Lowenstein-Jensen medium and 
animal-inoculation test proved positive for tubercle bacilli. 
The streptomycin-sensitivity tests showed a fully sensitive 
strain of tubercle bacilli. No section was made of the original 
lesion in the nasolacrimal duct, because it was considered 
unjustifiable. Swabs of the nasolacrimal ulcer and of the 
conjunctiva showed no tubercle bacilli on either microscopy 
or culture. The boy received 31-5 g. of streptomycin in four 
weeks and two days and 800,000 units of calciferol in sixteen 
days. The lesions dried and began to heal with some scarring. 
The hemifacial edema completely disappeared. He was 
discharged, and it was arranged for him to attend hospital 
as an outpatient. 


+ DISCUSSION 


The lesion in the present case is believed to be a 
primary tuberculous complex because (1) no tuber- 
culosis was found elsewhere; (2) the age was only 
14 months; and (3) the regional lymph-glands were 
severely affected, the process going on to caseation. 

Admittedly there is no history of a negative Mantoux 
reaction before the onset of this condition, but the 
evidence on the whole is in favour of such a presumption. 
In addition, we consider this case to be one of primary 
involvement of an apparently healthy nasolacrimal 
duct in view of the negative findings in either the nose 
or the eye. 

Presumably the original source of infection is the 
father, who had a history of phthisis and whose sputum 
had contained tubercle bacilli. He seems to have 
infected both mother and child. It is also presumed that 
the organisms were introduced into the patient’s con- 
junctival sac. A heavy infection in a child of this age 
might produce a condition not unlike that produced 
in rabbits by Gourfein (1899). 

Thanks are due to Dr. C. Parsons for permission to publish, 
Miss P. M. Weight for secretarial assistance, and Mr. A. C. 
Allsop for the bacteriological examinations. 


ADDENDUM 


After this paper was written the child had a further 
flare-up of the lesion over the nasolacrimal duct ; and, 
despite the original reluctance to remove this, partial 
dacryocystectomy was done. This lesion showed a 
characteristic tuberculous infiltration ; so we ultimately 
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proved that the three lesions with which he originally 
presented were tuberculous—that is, the nasolacrimal 
duct and preauricular and submandibular glands were 
the sites of tuberculosis. The patient has remained well 
up to the present. 
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DEOXYCORTONE ACETATE AND 
ASCORBIC ACID IN RHEUMATOID 
ARTHRITIS 


K. S. MacLean 
M.A., M.D. Camb., M.R.C.P. 


ASSISTANT TO DIRECTOR, DEPARTMENT OF MEDICINE, Guy's 
HOSPITAL 


THE results obtained with deoxycortone acetate and 
ascorbic acid in a small series of cases of rheumatoid 
arthritis at Guy’s Hospital support the views of Kellgren 
(1949), Bywaters et al..(1950), Copeman et al. (1950), 
and others that, as a substitute for ‘ Cortisone,’ this 
treatment is completely ineffective. Observations were 
made which emphasise the difficulties of assessing results 
in rheumatoid arthritis and may partly explain the wide 
differences of opinion on this treatment. 

The 8 patients, all women, were observed for at least 
five days before being given deoxycortone acetate and 
ascorbic acid. During this period they received full 
passive movements of all affected joints once daily and 
analgesics in about the amounts they had been taking 
before admission. All of them were seen within two or 
three days of admission. 

The course of treatment consisted of 8 daily injections 
of deoxycortone acetate 5 mg. intramuscularly, followed 
immediately by ascorbic acid 1 g. intravenously, except 
in case 8, where only 5 injections were given because 
the patient’s arthritis was obviously becoming worse 
and the intramuscular injections were followed by 
severe pain. 

Table 1 gives brief details of ethe 8 patients on 
admission. 


Case 1 had psoriasis, which had been present for two years ; 
this flared up in the latter part of her treatment, new patches 
appearing on her hands. 

Case 2. had melena on the fifth and sixth days of treatment, 
which was never satisfactorily explained; she had had 
unexplained hemoptyses in 1931 and 1944 and hematemesis 


TABLE I—CONDITION ON ADMISSION 


=| os > 
condition | | affected | $8 
| Qe | 
| 
1 | 57 | Bedridden Sev. Multiple Mod. 7 | 80/178 
2 {9° Almost Mod. Multiple Sev. | 37 | 25 | 86 
bedridden 
347! Immobile | sit | Multiple | Sit 18 | 42 | 80 
| | through | 
| ankylosis | | | 
of knees; | 
otherwise | 
active | | } | | 
4 (63) Bedridden Sev. | Multiple | Sev. | 24 | 80 \74 
5 | 57 Mobile Sit | Multiple | Mod. 1"/,, 50 | 70 
6 |42| Bedridden Sev. Multiple | Mod. 11 | 80 | 50 
7 |46 Mobile | Nil | Hands, |} Slt | 3*/,| 70 |78 
| ankles, | 
8 Mobile | Nil; Hands, Mod. , 50 | 90 
| obese | wrists, | | 
| | elbows, | 
|. knees, rt | 
sacro-jliac 


nine months before admission. Her clotting-time and 
prothrombin-time were now normal. 


Several patients had had symptoms of arthritis for many 
years, but they had been deteriorating before admission, 
and in all cases the rheumatoid arthritis was considered 
active. 


CLINICAL CONDITION 


The day-to-day changes in rheumatoid arthritis are 
not easily assessed. In these patients the range of passive 
movement in the affected joints varied so much from hour 
to hour that conclusions drawn from such changes would 
be misleading. Assessment was therefore based on 
clinical findings, particularly what amount of movement 
the patient could perform. This amount no doubt depends 
largely on how the patient is feeling when examined ; 
but, as Bywaters et al. (1950) point out, subjective feelings 
are a valuable indication of progress in this disease, and 
it would be impossible to divorce them from the clinical 
state of the disease. Table 1 summarises the patients’ 
clinical progress in: (1) the initial observation period ; 


TABLE II—CLINICAL PROGRESS BEFORE AND DURING 
TREATMENT 


| | Progress during 


Case initial | 
no. | observa- First 48 hr. of | emaining 
tion (days) Initial period ¥ | days of 
| treatment treatment 
1 Great | Nochange | Mod. 
| improvement | | deterioration 
| | | (spread of 
| | psoriasis) 
2 8 Mod. | Nochange | Mod. 
| improvement | | deterioration 
| | | (meleena) 
3 5 | Mod. | Nochange | No change 
| improvement | | 
4 5 g | Nochange | Mod. 
| | improvement | deterioration 
4 5 | Slight Slight Slight 
| | improvement | improvement | deterioration 
10 Slight 
_ improvement | improvement | deterioration 
ie 10 Great | o change | No change 
| improvement | 
Bun 5 o change — Slight | Mod. 
| _ deterioration | deterioration 


(2) the first 48 hours of treatment ; and (3) the remaining 
days of treatment. 

It is clear that improvement was greatest before 
treatment began. The 2 patients who improved in the 
first 48 hours of treatment had been improving pre- 
viously. During the remainder of the course no patient 
improved and 6 deteriorated. 


Case 1 deteriorated considerably and developed a new 
manifestation in the cervical spine. «Clinical deterioration was 
not obvious until the third day of treatment, but she had 
slight pain in the neck the day before treatment started ; 
so it is unjustifiable to ascribe the exacerbation to the drugs. 


BLOOD FINDINGS 


The erythrocyte-sedimentation rate (E.S.R., Wester - 
gren), hemoglobin, and eosinophil-count were done 
every 2 or 3 days. In some cases capillary blood was 
used for E.s.R. because deformity of the joints made 
venepuncture difficult. 

These results (table 11) accord well with the patients’ 
clinical condition. In the initial period cases 1 and 7, 
who showed great clinical improvement, showed a corre- 
sponding fall of over 20 mm. in E.s.R.; cases 3, 6, 
and 8 had a slighter fall. In case 2 a moderate clinical 
improvement was accompanied by a slight rise in E.38.R. ; 
this patient did badly later, and the initial response 
may have been largely subjective. 

In the first forty-eight hours’ treatment 4 patients 
showed falls in B.s.R., but in 3 of them the rate had 
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TABLE IlI—-ERYTHROCYTE-SEDIMENTATION RATES 


Actual E.s.R. values 


(mm. in I hr.) E.S.R. change (mm.) 


| Initial 
“no. | period | Start | ena | 
| (days) | ar | En 
tnitiar| of, | | Initial | First | 
jtreat-| |treat- | period | 48 hr. 
| ment | ment | | 
1 9 | 55 | 30 | 20 | 48 | -25 | -10 | +28 
| 8 | 95 | 34 | 36 | 44 | +9 | © | 410 
3 5 | 42 | 34 | 
4 5 | 80 | 84 | 74 | 78 
Bx. 8 50 50 50 56 | 0 o | +6 
6 | 10 | 80 | 66 | —24 | +2 | +4 
7 | 10 | 70 | 44 | 38 | 44 | -26 | -6 | +6 
$ | & | 62 | 46 | 46 | 42 | -6 | 0 


fallen in the observation period, so the change cannot be 
ascribed to the treatment. In case 4 there was a fall 
of 10 mm. following a slight rise before treatment began ; 
no corresponding improvement was noted in her joints, 
but she developed well-marked euphoria after the first 
injection (see below). 

In the last few days of the course all but one of the 
patients had a slight or moderate rise in E.s.R. In case 8, 
where there was a slight fall, the patient’s general 
condition became definitely worse with a great. increase 
in pain, and the fall of 4 mm. in E.s.R. certainly did not 
indicate improvement in the arthritis. 


H2MOGLOBIN 


Hemoglobin was estimated three times a week in the 
initial and treatment periods. No significant changes 
were noted. Excluding the patient who had melzena, 
there was an average gain of 2% in the initial period and 
a loss of 1% during treatment. 


EOSINOPHIL-COUNTS 


If deoxycortone acetate and ascorbic acid exerted a 
cortisone-like effect, one would expect the average 
eosinophil-count to be lower during treatment than in the 
initial period. Table rv shows that this was not so. The 
counts were done three times a week at about the same 
time of day. A dry differential count on 2000 cells was 
made and the total white cells were counted at the same 
time. This method has been strongly criticised by Rud 
(1947), and the findings are presented with considerable 
hesitation. 

Cases 1, 6, and 7, who had the greatest falls in B.s.R. 
in the initial period, also had the lowest eosinophil- 
counts. In case. 8 there was a marked clinical deterioration 


TABLE IV—EOSINOPHIL-COUNTS 


Average number of eosinophils per c.mm. 


In initial period During treatment 
1 106 (3) 177 (3) 
3. 208 (1) 172 (4) 
3 172 (3) 199 (3) 
4 228 (3) 346 (3) 
5 | 322 (4) | 302 (3) 
6 74 (5) } 85 (4) 
7 | 88 (6) 187 (3) 
8 | 152 (3) 82 (2 


Figures in parentheses show number of counts done. 


during treatment and yet the eosinophil-count appeared 
to have fallen; but only two counts were done during 
treatment, which was limited to five injections, so this 
result is of little significance. 


MENTAL REACTIONS 


In cases 4 and 6 a striking euphoria was noted some 
minutes after the first injection of deoxycortone acetate 
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and ascorbic acid. This lasted for about three hours 
and was not repeated after subsequent injections. In 
both patients there was some evidence of improvement 
in the next forty-eight hours—case 6 in clinical condition 
and case 4 in E.S.R. 


DISCUSSION 


Patients admitted for treatment with deoxycortone 
acetate and ascorbic acid seemed to progress % a stan- 
dard plan. Before treatment started there was immediate 
clinical improvement with a fall in E.s.R. This continued 
for the first two days of treatment, but then nearly every 
ease went downhill. This illustrates the great importance 
of an adequate period of observation in hospital before 
treatment is begun. In the present cases the results would 
have been much more favourable if the injections had 
been started on the day of admission. 

The well-established tendency of these patients to 
improve if admitted to hospital is not easy to explain. 
The most important factor is probably restoration of 
morale, The present patients had read about cortisone 
in the press and had high hopes that they were to 
receive an effective substitute. The improvement seemed 
to last 7-14 days and was nearly always followed by 
deterioration. In 5 of our 8 patients the turning-point 
came in the later days of treatment. Whether disappoint- 
ment at the failure of the initial injections was a factor 
in the exacerbation must remain an open question. 

It is certain that deoxycortone acetate and ascorbic 
acid are no substitute for cortisone. The observers who 
have reported favourably on this combination (Lewin 
and Wassén 1949, Le Vay and Loxton 1949, Douthwaite 
1949, Fox 1949, Robertson 1950, Nashat 1950) agree 
that the relief is obvious within a few minutes of the 
injection and is accompanied by exhilaration; it may 
last hours or days and may be repeated after subsequent 
injections. Some of these patients have been treated as 
outpatients, and there is no record of any long preliminary 
observation period in hospital; this point was empha- 
sised by Fox (1949). If the good results are due to the 
moral effect of cortisone’s reputation, reinforced by the 
euphoria which is sometimes a direct effect of the injec- 
tions, it would be worth while investigating the value 
in rheumatoid arthritis of other drugs which produce 
euphoria, as has been done in pulmonary tuberculosis. 


SUMMARY 


The results of intramuscular deoxycortone acetate and 
intravenous ascorbic acid in 8 patients with active 
rheumatoid arthritis are reported. 


No significant improvement was obtained. 


Several patients improved between their admission to 
hospital and the start of treatment, illustrating the 
importance of an initial period of observation when 
assessing any new treatment. 


Euphoria followed the injections in 2 cases and this 
effect may be partly responsible for the improvement 
noted by other workers. 


I wish to thank Dr. A. H. Douthwaite and Dr. E. R. Boland, 
under whose care the patients were admitted, for their 
invaluable help and advice during the preparation of this 
paper. 
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“ISOLATED”? MYOCARDITIS ASSOCIATED 

WITH UNILATERAL CORTICAL NECROSIS 
OF THE KIDNEY 


J. C. BuRNE 
M.A., M.B. Camb. 
ASSISTANT PATHOLOGIST 

ROYAL HOSPITAL, SHEFFIELD 


I. McLean Batrp 
M.B. St. And., M.R.C.P. 
MEDICAL REGISTRAR 


**TsoLATED’’ myocarditis is relatively rare. It is 
characterised by congestive cardiac failure in a previously 
healthy young person, and often ends in sudden death. 
At necropsy an enlarged heart is found, but usually 
no other abnormal findings. Histologically there is 
degeneration of the myocardium, which is often grossly 
fibrotic throughout. Fiedler (1900) first described this 
condition as ‘‘ interstitial myocarditis.” Covey (1942) 
collected 44 published cases and reported an additional 
one. The association of unilateral cortical necrosis of 
the kidney with isolated myocarditis has not been 
previously recorded. 


CASE-RECORD 


A girl, aged 3 years, had been quite well until January 
1949, when she developed a cough and pyrexia. Her doctor 
treated her with a week’s course of sulphonamides, and 
her condition 
improved. On 
March 8 her symp- 
toms had become 
worse, and subse- 
quently her  con- 
dition deteriorated 
so much that her 
doctor suspected 
whooping-cough 
and pneumonia” 
and arranged for 
her admission to an 
isolation hospital on 
March 14. On 
admission there were 
no physical signs 
except a few fine 
erepitations at both 
lung bases. On 


March 19 the child 
Fig. |—Radiogram of chest on admission, complained of 


showing right half of diaphragm obscured = abdominal pain and 
by fluid, and heart dilated to right and left. developed general- 


ised cedema, ascites, 
enlargement of the liver, and breathlessness. On March 
21 partial suppression of urine began, 4-8 oz. being 
passed daily. On March 23 she was transferred 
to Sheffield Royal Hospital for further investi- 
gation. 

On examination she had a temperature of 
100°8°F, pulse-rate 132, respirations 48 a 
minute; there was generalised cdema, with 
slight cyanosis but no venous congestion ; the 
chest moved well, the trachea was central and 
the percussion note was resonant throughout ; 
there were occasional crepitations at both bases. 
The heart was enlarged to the left, with a rate 
of 130; the rhythm was regular, and the heart 
sounds were muffled. The liver was enlarged to 
3 finger-breadths below the costal margin, and 
shifting dullness was present in the flanks. The 
spleen was not palpable. 

Radiography of the chest (fig. 1) showed that 
the right half of the diaphragm was obscured 
by fluid; the heart was dilated to the right 
and to the left, but there did not seem to be any 
pericardial effusion; and there was a small 
effusion on the right side, extending into the 
horizontal fissure and over the right diaphragm. 

Electrocardiography (fig. 2) showed low- 
potential Q R s complexes in all three leads, 
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with a to axis- “The P waves were 
large and bifid in lead III and inverted in lead I. There 
was also a ventricular extrasystole. The electrocardiogram 
was compatible with severe myocardial damage and was 
closely similar to other recorded electrocardiograms in 
Fiedler’s disease. (The common findings are low potential of 
all complexes with inversion of T waves, slurring and spread- 
ing of Q R Ss complexes, and ventricular extrasystoles of heart- 
block (Finland 1945). 

Examination of the blood showed white cells 9800 per c.mm. 
(neutrophils 61%, lymphocytes 35%); erythrocyte-sedi- 


I 


II | 


IIL 


+ 


Fig. 2—Electrocardiograms showing low-potential Q R S complexes in 
all three leads, with tendency to right axis-deviation ; P waves large 
and bifid in lead II and inverted in lead |, and ventricular extrasystole. 


mentation rate 3 mm. in | hr. (Westergren) ; Serum-proteins 
5:5 g. per 100 ml. (aJbumin 3-5 g. per 100 ml., globulin 2-0 g. 
per 100 ml.) ; serum non-protein nitrogen 47 mg. per 100 ml. ; 
and blood-pyruvic acid 0:44 mg. per 100 ml. (within normal 
limits). 

A catheter specimen of urine showed a trace of albumin 
and no casts, and was sterile on culture. 

Progress.—On April 6 the child developed some dullness 
and diminished breath sounds at the right base, suggesting 
a small effusion. The 7-day course of sulphadimidine was 
stopped on April 7. On April 7 radiography showed that 
the heart remained much enlarged and had probably increased 
in size. The contours were less clearly defined, and peri- 
cardial effusion was seen. The effusion in the right pleura 
had increased and was obscuring the right upper lobe. The 
left lung was clear. On April 8 the child’s temperature had 
risen to 99-5°F and her pulse-rate to 150, with much deteriora- 
tion in her general condition and cyanosis. A paracentesis 
thoracis on April 8 produced only 15 ml. of an opalescent 
fluid containing a few lymphocytes. The deterioration in 
condition continued, with distressed rapid respirations. An 
oxygen tent did not help, and the child died later that night. 

Necropsy.—The body was that of a well-nourished little girl 
with distended abdomen and cedema of the ankles. There 
was 50 ml. of clear fluid in the pericardium. The heart 
weighed 190 g. (normal for age 60 g.). There was a patchy 
fibrosis on the epicardial surface, especially over the right 


? 


Fig. 3—Left kidney, showing cortical necrosis. 
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ventricle. The fibrosis extended irregularly through the 
myocardium, and there was some unevenly distributed thicken- 
ing of the endocardium. The valves appeared normal. An 
ante-mortem thrombus was attached to the wall of the left 
ventricle at the apex. There was no evidence of coronary 
disease. The left kidney showed a well-demarcated area of 
necrosis about 4 x 2 x 0-3 c.cm. with a surrounding red zone. 
The liver, spleen, and lungs showed only congestion. The 
peritoneum contained some faintly turbid fluid which, on 
culture, yielded only contaminants. Nothing else abnormal 
was found. 


Histology.—The sections were all stained with hematoxylin 
and eosin and Levaditi’s stain for spirochetes. No organisms 
were seen. The myocardium was infiltrated diffusely with 
fibrous tissue, some of which was considered to be weeks old, 
while in other places it was still being laid down, and patches 
of myocardial degeneration were present. There was only a 


very scanty cellular infiltration by an occasional polymorph - 


or lymphocyte. No Aschoff bodies were seen. In the left 
kidney (fig. 3) the outer half of the cortex was necrotic, apart 
from a small subcapsular area, There was a surrounding 
zone of hyperemia. A few polymorphs, lymphocytes, and 
fibroblasts were present, and some collagen had been laid 
down. The necrotic area was considered to be not more 
than a week old. Elsewhere the kidneys appeared normal. 
The liver showed some centrilobular congestion. The lungs 
showed alveoli full of red blood-cells and pigment-laden 
phagocytes, but no bronchial necrosis or evidence of pulmonary 
infection was seen. No Trichina spiralis embryos were seen 
in the heart or in the diaphragm. 


DISCUSSION 


Since Fiedler’s (1900) original description of inter- 
stitial myocarditis over 44 cases have been published 
with an acute, subacute, or chronic course. Covey 
(1942) notes that, this disorder occurs mainly in young 
persons aged 20-30. Sudden death is very common, 
and the condition is more often recognised post mortem 
than clinically. The usual clinical picture is that of 
rapidly progressive heart-failure in a previously healthy 
young person. 

There is often a history of infection of the upper 
respiratory tract, as in the present case. Finland et al. 
(1945) have suggested that influenza-A virus may be 
concerned ; they publish two cases of influenza with 
interstitial myocarditis, and influenza-A virus was 
recovered from the lungs post mortem in these two cases. 
Schmidt (1948) isolated a virus from a chimpanzee dying 
of interstitial myocarditis. The evidence, however, of 
the occurrence of myocarditis in human _ influenza 
epidemics is so far inconclusive. The present case came 
to necropsy during an influenza-A outbreak, but similar 
lesions were not found post mortem in two patients who 
died of influenza in the epidemic and in whom the virus 
was found. . 


Other etiological agents mentioned are Treponema 
pallidum, Staphylococcus citreus, bacterial toxins, and 
Trichina spiralis. In the present case no organisms 
were seen in the heart with Gram’s stain, and post-mortem 
culture of the peritoneal fluid yielded contaminants 
only. The appearances were not those of eosinophilic 
myocarditis caused by sulphonamides as described by 
French and Weller (1942). A deficiency of vitamin B, 
was considered by Toreson (1944) to be a possible cause, 
but there was no history of dietary deficiency in the 
present case and the blood pyruvic-acid level was within 
normal limits. 


A zone of unilateral cortical necrosis of the kidney 
was a feature of the present case and has not previously 
been reported. Despite the presence of ante-mortem 
thrombus in the left ventricle, the appearances of the 
renal lesion, by reason of its site and extent, were con- 
sidered to be those of cortical necrosis and not infarction. 
Either vascular spasm or renal anoxia may have been 
the cause of the cortical necrosis. 


We are indebted to Dr. C. Gray Imrie for permission to 
publish this case and for his helpful advice. 
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LATE INFECTIVITY IN HEPATITIS 


Parrick N. MEENAN 
M.D. N.U.I., D.C.P. 


ASSISTANT PATHOLOGIST, ST. VINCENT’S HOSPITAL ; 
PATHOLOGIST, NATIONAL CHILDREN’S HOSPITAL, DUBLIN 


In controlling the spread of infective hepatitis it is 
important to know how long the patients are infectious. 
The period of infectivity is probably short, but it is 
uncertain at what stage in the illness it occurs. Cases 
have been shown to be infectious eight days before and 
seven days after the onset of symptoms (McFarlan 
1945), but it is generally accepted that fourteen days’ 
isolation from the onset provides a safe margin (Pickles 
1939). The case described here, however, suggests 
that this period is sometimes barely sufficient. 


There is general agreement on the incubation period. 
Booth (1928) set the limits at 20-40 days, and they were 
subsequently narrowed down by Pickles (1939) to 
26-30 days. The latter limits seem rather too narrow, 
for Naughten et al. (1950) in an outbreak involving 
114 people found that the shortest incubation period 
was 18 and the longest 43 days, and the present case 
also supports this view. 


CASE-RECORD 


A probationer nurse, aged 20, was taken ill with “ influenza ”’ 
on Jan. 14, 1949, and went to bed. She improved in the 
next few days and resumed duty on Jan. 21. Next day she 
was jaundiced. Another nurse had an attack of jaundice, 
diagnosed as infective hepatitis, about a month previously, 
but she was much senior to the patient and no history of more 
than the most casual contact could be elicited. Many other 
nurses had been at considerably greater risk without 
contracting the infection. 


The patient was at no time very ill, and from the onset of 
jaundice she was allowed up daily though she was confined 
to the ward, which contained three other beds, her bed being 
screened off. 


On Jan. 26 the patient’s parents visited her when she was 
sitting up in bed. Both of them sat beside the bed and on the 
same side, the mother being nearer, about a yard from the 
patient. They chatted for about three-quarters of an hour, 
when the mother left and the father moved into her chair 
and remained another fifteen or twenty minutes. Both 
parents kissed the patient on their arrival and departure. 
Neither had anything to eat while in the ward. They had 
travelled about 100 miles by rail for the visit, and left for 
home immediately afterwards. 


None of the physicians or nurses attending the patient 
developed jaundice at any time subsequently, and the patient 
recovered uneventfully. 


Thirty-two days later, on Feb. 27, the patient’s mother, 
aged 63, complained of “influenza”? and on March 7 she 
developed jaundice. The attack was severe, requiring hos- 
pital treatment, but she ultimately recovered completely. 
In hospital she was fully investigated and infective hepatitis 
was diagnosed. The father, aged 70, showed no sign of 
infection at any stage. Neither of the parents gave any 
history of a previous attack of jaundice. One other case 
of jaundice occurred locally about the end of February, but 
there was no contact between the two cases, and no other 
case had occurred in the area for more than six months. 
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DISCUSSION 


It seems clear that the mother was infécted by her 
daughter, who was therefore infectious on the thirteenth 
day of her illness. This is a later stage than has 
previously been noted. The epidemiological implication 
is that the fourteen days’ isolation commonly enforced 
(where any isolation is enforced) may be too short 
in some cases. It is easy to make too much of one 
isolated incident in the face of the excellent results 
obtained with the fourteen-day period, more particularly 
as it is obviously necessary to fix some reasonable time. 
Past experience shows that a fortnight from the onset of 
symptoms will cover the vast majority of cases, but one 
is accustomed to think of a patient as infectious early 
in this period rather than, as in this case, towards the 
end of it. It is not known whether the patient continued 
to be infectious after the thirteenth day or whether, if 
isolation had been enforced for another day, the infection 
might not have been transmitted. Fourteen days should 
apparently be regarded as a minimum rather than a 
maximum, even though it is almost certainly uncommon 
for a patient to be infectious thirteen days after the 
onset of symptoms. 


The incubation period of the second case—thirty- 
two days—fits in well with an infection derived during 
the visit to the patient, and may be considered as 
supporting evidence. Why the father was not infected 
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” the same time it is , difficult me say, en in view red the 
parents’ ages it is more remarkable that one was infected 
than that the other escaped. The incidence of infective 
hepatitis drops sharply after the age of 30, and it is 
unusual in a woman of 63. 


It is interesting to speculate on whether the infection 
was contracted by kissing the patient, or by droplets 
spread during conversation, although, as is usual in these 
cases, there were no respiratory signs or symptoms. 
The former seems more likely, since it would bring the 
victim into contact with a higher concentration of virus. 


SUMMARY 


A nurse transmitted infective hepatitis on the thirteenth 
day of illness to her mother, aged 63. 


The incubation period in the second case was thirty- 
two days. 


It is suggested that the usual fourteen days’ isolation 
should be regarded as a minimum rather than a maximum 
period. 
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New Inventions 
FINGER-NAIL KNIFE FOR COMMISSUROTOMY 
IN MITRAL STENOSIS 


THE operation of dividing or splitting the com- 
missures of the damaged valves in mitral stenosis gives 
considerable relief in selected cases. The present 
tendency at operation is to avoid interference with 
the leaves of the valves themselves and to enlarge the 
narrowed opening by dividing along the line of the 
commissures. If the fused tissue is split outwards to 
the margins of the ring, the two valve leaves are separated 
and will regain some of their normal function. 


The fused commissures in these cases are thickened 
and sclerosed at the stenotic opening but at the peri- 
phery they consist of thinner fibrous tissue which splits 
easily. It is usually possible to divide the commissures 
by digital pressure, the finger being introduced through 
the auricular appendage, but in some instances where the 
edge of the opening is unduly firm or even calcified there 
is a risk of tearing across or into one leaf of the valve. 
The anterior leaf is more liable to damage than the 
posterior, and rendering it incompetent leads to 
dangerous regurgitation. 


ig. |—The whole apparatus. 


The advantage of a cutting instrument in mitral 
valvulotomy is obvious if such an instrument can be 
readily introduced and guided by the finger into the 
mitral opening. Various forms of valvulotome have 
been described and used, but many of them are difficult 
to manipulate. 


The instrument here illustrated is designed to fit 
on the index finger and resembles a retractable steel 
finger-nail. The appliance has been made by Mr. L. G. 
Wray, instrument curator at the Middlesex Hospital, 


Fig. 2—Knife with blade advanced. 


on the basis of a cut-away tlfimble. The knife, which 
is about the size of the normal index finger-nail, lies in 
a hood attached to the dorsum of the thimble ring. 
It can be advanced or retracted by a cable of the camera 
shutter type. The palmar aspect and sides of the finger 
are left free for palpation of the mitral opening. When 
the lines of the commissures have been orientated the 
knife blade is advanced, and a few millimetres of 
the rolled or nodular margin are nicked. The blade is 
then retracted, and steady pressure with the side of the 
finger is used to split the membrane out to the edges of 
the mitral ring. 


The apparatus is covered with a smooth finger-cot 
to eliminate rough surfaces, and when the blade is 
advanced it punches a small hole through the tip of the 
cot 


The value of this instrument was particularly well 
illustrated in one case where the valve edges were 
calcified and visible radiologically. With the aid of the 
finger-nail knife valvulotomy was done in one manceuvre 
and with a minimum of disturbance. 


T. HoLMEs SELLORS 
London. F.R.C.S. 
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Medical Societies 


ROYAL SOCIETY OF MEDICINE 
Treatment of Burns in Large Numbers 


THE United Services section met on Feb. 9, with 
Sir GoRDON GORDON-TAYLOR, the president, in the 
chair, to discuss the treatment of burns in large numbers. 

Colonel E. J. PULASKI presented the results of treatment 
by the exposure method, reintroduced by A. B. Wallace, 
of Edinburgh. His cases consisted of two groups—one 
treated within 24 hours after injury, and the other some 
4'/, days after injury. Like Wallace, he had at first 
hesitated to expose burns which had taken place more 
than 24 hours before, but he now felt that this method 
was applicable to treatment of burns up to a week old. 
Of 60 cases in the first group, 30 were full-thickntss 
burns and 20 partial-thickness burns. Grafting was 
carried out, on average, on the 24th day, .but now 
grafting would be carried out earlier. 

Describing the procedure on admission, Colonel Pulaski 
said that debridement and cleansing should be as 
complete and as gentle as possible. With recent burns 
this could be done under intravenous morphine, but with 
older burns light general anzsthesia was used. Cleansing 
should be carried out under operating-room conditions. 
He did not give antibiotics locally ; but, for large burns, 
penicillin, 300,000 units daily, was given intramuscularly. 
After the burned areas were cleansed the patients were 
put in a warm room and the affected areas exposed, 
with the extremities elevated. In 24-48 hours a dry 
crust formed, which gave no pain to touch; and there- 
after patients were allowed up as their condition per- 
mitted. General therapy now took precedence over 
local therapy. Patients with burns of less than 15% of 
body-surface were given fluids by mouth; others were 
given saline and plasma or plasma-substitute on the 
formula; 1 ml. of fluid per kg. body-weight multiplied 
by percentage of body-surface burned. In_ patients 
with burns of more than 25% of the body-surface, 
automatic feeding by catheter was adopted. Additional 
fluids were given, where necessary, to maintain a urinary 
output of 60 ml. per hour. 

The advantages of the exposure method were the 
absence of cross-infection, of ‘‘ burn odour,” and of the 
so-called toxic or septic phase ; reduction of physiological 
complications ; small morphine requirements ; less acute 
need for blood and protein intake; improved mental 
outlook ; little weight-loss ; and briefer" hospitalisation. 
The problems of this method were that patients complained 
of discomfort or of feeling cold, and might in fact have 
chills during the first 24 hours; and some patients 
might be very distressed at the sight of their wounds 
(curiosity was a problem when the crust separated, but 
this could be overcome with proper education). 

Colonel Pulaski was not convinced that exposure 
was the best technique for all types of burns under all 
conditions; but it did seem satisfactory for burns 
confined to one side of the body and for burns of the 
head, neck, and perineum. It had proved suitable in 
extremes of climate. It was essentially a hospital 


‘treatment—good nursing care was still needed. 


Surgeon Commander W. V. BEACH, in a paper read 
for him by Surgeon Commander D. F. WALSH, said 
that blast-injuries and flash burns due to high explosives 
had long been a serious factor in war at sea; and in 
field warfare the tendency had been to replace the 
high-explosive bomb by the phosphorus and petroleum 
types, thereby increasing the proportion of casualties 
due to thermal effects. After an’ atomic explosion, 
outside the lethal 1000-yard radius blast and flash would 
not be synchronous, since blast settled down quickly to 
travel with the speed of sound ; and so there was every 
reason to hope that, by educating the public, the majority 
of flash burns might not be complicated by blast injuries. 

It was found at Hiroshima—and this had since been 
verified experimentally—that the clinical course and 
prognosis of all burns were adversely affected by. even 
low doses of radiation. The casualties from an atomic 
air-burst over a large city were now expected to number 
from 10,000 to 50,000, not 250,000 as formerly forecast ; 
but this estimate did not allow for bombs of a more 
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powerful type than that used at Hiroshima, or for 
multiple simultaneous explosions. Almost all cases of 
flash burns would suffer from radiation effects as well, 
for y-radiation continued to be emitted for 60—90 seconds 
after the explosion; the range of neutron radiation was 
about 700 yards, and survival within that radius could 
be expected only for those in deep shelters. 

While the majority of flash burns would be complicated 
by radiation, with training of the population to seek 
shelter even after the explosion, exposure to the full 
intensity of the irradiation hazard could be greatly 
reduced. Broadly speaking, among the surviving victims, 
the more severe the flash burn, the greater was the dose 
of irradiation received, and thus the poorer the prognosis. 
The effects of radiation varied, however, and certain 
phenomena observed after ionising radiation were incon- 
sistent with known physics. In Japan many with marked 
epilation had recovered. White clothing did not protect 
against y-radiation but was a factor in protection against 
flash. With regard to civilians, much could be done 
by educating them now to realise the war dangers of 
bare arms, hands, legs, and faces. 

Flash burns would probably be confined to one aspect 
of the body. Because of the numbers, modification of 
the optimum treatment would be necessary. For first- 
degree burns exposure was the treatment of choice ; 
and for mild second-degree burns with vesication this 
method was equally satisfactory. Blisters should not be 
excised, but pricked with a sterile neédle; or else the 
fluid might be aspirated via normal skin to prevent 
infection. Commander Beach thought that under ideal 
conditions more rapid return to full duty of the patient 
with deep second-degree burns could be secured by the 
closed pressure-dressing, which also involved less strain 
on the nursing staff than did the exposure method. 
In the tropics, however, he treated burns of all depths 
by exposure. Both there and in fighting ships, battened 
down for long periods in warm or even temperate waters, 
it was better than the occlusive dressing, which caused 
sweating and overheating. 

In war an important factor would be the enormous 
numbers of flash burns that would have to be treated. 
Burns by flash from atomic explosion would be particu- 
larly easy to treat by exposure, since the patients would 
probably have one sound surface to lie on. Furthermore 
it might be beyond the capacity of industry and of 
nursing resources to produce and apply satisfactorily 
pressure-dressings to all for whom they might be indicated 
under peace-time conditions. Nevertheless, every effort 
must be made to supply the best, as opposed to the 
easiest and most convenient, treatment; and he did 
not think that exposure was best for deep burns, since 
with this method final healing was delayed. The treat- 
ment of shock would probably necessitate the widespread 
use of plasma substitutes. 

Cleaning the burn, except when it was obviously 
contaminated, was better avoided; when carried out, 
it must be done very gently. Antibiotic therapy was at 
present limited to penicillin, streptomycin, and chloram- 
phenicol ; in due course Terramycin’ would doubtless 
be available. The relative value of topical penicillin 
was still disputed. In England penicillin was administered 
both parenterally and topically; in America against 
established infections reliance was placed on parenteral 
administration of the appropriate antibiotic. Surgeon 
Commander Beach was convinced of the value of topical 
penicillin applied as a powder or in a cream; he used 
10,000 units per g. in a base of ‘ Lanette wax SX,’ 
and trouble with untoward sensitivity was negligible. 

With regard to nutrition, Stare, of Boston, administered 
fat emulsions as a rapid and simple method of supplying 
adequate calories and at the same time affording efficient 
utilisation of other elements in the diet. 

Although many flash burns would eventually be treated 
by the open method, training should begin now in the 
proper application of pressure-dressings by doctors and 
first-aid workers. 


Mr. WILLIAM GISSANE said that in Birmingham they 
saw no reason why the easiest and most efficient treatment 
for a given patient should not be the treatnmient of choice 
for that patient. They used the open meéthod’ for 
all burns of the face and for most burns of the 
buttock. 
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When an atom bomb dropped, all the burn casualties 
would happen in a few moments. For these the most 
practicable and easiest method was desirable. Injuries 
might be complicated by radiation effects and the 
effects of blast ; so preparation must be made for burns 
associated with other injuries. With open wounds 
including burns the aim should be to delay infection 
until definitive measures could be planned. With all 
these injuries there was much to be said for the early 
cover of open wounds by a closed dressing. He believed 
that at casualty-receiving hospitals the simplest mass- 
method was to cover burns by dressings and to give 
antibiotics locally and systemically at the earliest possible 
moment. 

In Birmingham they advocated closed dressings for 
all serious burns of the body and limbs. By this method 
the depth of burns could be accurately assessed about 
the 14th day, when skin-grafts for full-thickness burns 
could be started. The optimum time was the 14th—-17th 
day; and where a burn was really extensive, needing 
perhaps repeated use of the same donor site, surgical 
skill was especially important. Split skin-grafting was 
an art acquired only after long practice. 

Treatment of shock, Mr. Gissane continued, was the 
first priority. A burn with partial skin loss might result 
in considerable plasma loss; and partial skin-loss areas 
should be included in estimating the total area of the 
burn. Shock from plasma loss could be expected in burns 
of 15% or more of the body-area in an adult, and of 
10% or more in a child, and the aim should be to replenish 
the plasma before clinical shock manifested itself. 
Generally speaking, the smaller the area of the burn, 
a paneer the plasma loss took to reach a dangerous 
evel. 


Mr. A. B. WALLACE said that no one method was 
suitable for all burns, but there must be a simple pro- 
cedure for mass treatment. The two problems in 
mass-burn casualties were : (1) to save life where possible ; 
and (2) to limit infection. In general, civilians with 
minor burns would have to be treated as outpatients ; 
but from the point of view of the medical officer in the 
Services, concerned to restore the man to fighting fitness, 
a minor burn was just as important as a major burn. 
A simple classification of superficial or deep burn was 
all that was necessary. 

The method of local treatment adopted must give a 
dry surface in the shortest possible period, and the 
surface must be kept dry. 

The ‘rule of nine”’ (modified Berkow’s table) could 
be adopted in regard to transfusions, fluid requirements, 
and urinary output. In the treatment of shock, burns 
of 9% surface-area in children and 18% of surface-area 
in adults could be controlled by oral therapy. Burns 
beyond these extents required intravenous fluids. An 
adult should be given plasma and saline at the rate 
of one bottle of each for each 9% of total body-area 
that was burned; children should receive half this 
amount. The urinary output per hour ought to be 
64 ml. for adults and 27 ml. for children, and the daily 
fluid intake, again on the ‘rule of nine,’’ should be 
9 times 9 ml. per kg. body-weight in children, and 
9 times 6 ml. per kg. in adults. For a superficial burn 
the proportional intravenous fluid requirement was 
two bottles of plasma to two of saline; and for a deep 
burn one of plasma to two of blood and one of saline. 

Mr. Wallace preferred the term “‘ absorptive dressing ” 
to pressure-dressing ; on no account should pressure 
be applied to the tissues. This method was interchange- 
able with exposure. He did not agree that with deep 
burns exposure delayed healing. Burned areas should 
be grafted as soon as possible. Exposure gave imme- 
diate control of infection, even with penicillin-resistant 
organisms. 


Major H. L. WoLFre said that in the event of an 
atomic explosion burns would be due to people being 
trapped in burning buildings, &c., or to flash burns. 
At Hiroshima 70,000 people were killed and 70,000 
injured; about 20-30% of deaths were due to flash 
burns (some might have died later of X-radiation). It 
was estimated that if people were caught in the open, 
as in Japan, 65% would have burns, perhaps associated 


with other injuries ; and of all burns 85% would be due 
to flash burns and 15% to fires. 


Leader-Williams and Smith! had estimated that in 
an urban area with a density of 43 persons per acre, 
as in London, the total number of casualties would be 
about 27,000 ; about 2500 of these would be due to_burns. 
Flash burns would occur on exposed parts, and elsewhere 
if the clothing caught fire, which dark clothing was 
especially liable to do. In a clear atmosphere flash 
could cause burns up to 2!'/, miles away. Among the 
civilian population, who would be mostly in houses or 
shelters, there would be a smaller number of flash burns, 
but the number of burns due to fires in buildings would 
be greater. In a well-organised city with adequate 
warning and proper shelters, the number of casualties 
should approach nil. Obviously one could not get this 
result, and the average figure for burns would be 2500. 
In the Services the numbers would depend on the 
conditions in which the personnel found themselves. 


Group-Captain G. H. MorLEY discussed methods of 
limiting casualties, especially from irradiation. Light- 
coloured clothing and any kind of covering to the skin 
gave some protection ; and he advised slacks for women 
and light-coloured uniforms for civil-defence workers. 
People on essential services should be issued with 
gauntlets, preferably of ‘ Nylon,’ on the lines of a 
Bunyan bag. In considering the warfare of the future, 
saturation bombing should not be forgotten ; and many 
people might be unable to get immediate medical treat- 
ment. There ought to be some “ self-help”; and 
Group-Captain Morley suggested that every person should 
carry a | oz. pack of an approved application for burns, 
with appropriate instructions on it. Simple treatment 
methods would be required. There would be a place for 
skin-banks, and surgeons skilled at skin-grafting eyelids 
would be needed to prevent blindness in certain cases 
of burns of the face. The right approach to the problem 
of treating mass burn casualties was best summed up in 
the Scout motto: ‘ Be prepared.” 


Surgeon Commander J. J. KEEVIL said that his experi- 
ence in the late war convinced him that sorting teams 
would be essential. In this respect some discipline 
would have to be recognised, and there would have to 
be a wider application of the ideas of first-aid which 
Sir James Cantlie had in 1910. Efforts must be directed 
towards finding methods of treatment which made 
transport easy and which could be applied by the 
relatively unskilled. 


Surgeon Liceut.-Commander (D) JoHN BUNYAN, 
R.N.V.R., inted out the advantages of the envelope 
method at west which provided for mobility and 
prevented secondary infection. Moreover, when there 
were mass casualties, it enabled patients to be looked 
after by friends and relatives. He urged the importance 
of positive first-aid, to relieve pain and reduce the 
secondary effects of the burns. When thousands of 
casualties had to be attended to, asepsis might have to 
give way to antisepsis. He illustrated his remarks with 
a colour film showing the gvod results obtained with 
the envelope technique. 


Mr. PATRICK CLARKSON confirmed the value and 
practicability of the exposure method. He found this 
slower than others—even in superficial burns the crusts 
took 3 weeks to separate completely—but this would 
be offset in the case of mass casualties by other advan- 
tages. It was always a hospital procedure; it was not 
suitable for circumferential trunk burns, but might 
become if so adrenocorticotropic hormone (A.C.T.H.) was 
found, in fact, to allow patients with even extensive 
burns to be ambulatory throughout. He favoured 
replacing fluid, electrolytes, and colloid empirically rather 
than by a formula. Altemeier’s collage: ases for slough 
removal were promising. The outstanding training need 
at the moment was diffusion of the established healin 
techniques of plastic surgery among general surgica 
trainees. He had been told by those who had treated 
8-particle burns that in future they would not treat 
these conservatively but would remove the affected 
hand skin early and replace it by planned pedicle 
abdominal flaps. 


. 1. Leader-Williams, E., Smith, J. Practitioner, 1950, 165, 594. 
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Mr. Davip MATTHEWS said there was no doubt that 
with exposure treatment extensive burns healed quickly 
and the patients were seen to be in good general condition 
within a few days. If necessary, — could be put 
in a chair within a week; skilful nursing care was 
needed but in no great numbers. He thought that 
this method had a large place in the treatment of burns, 
but doubted whether it was applicable in Britain in 
winter-time. Nor was it applicable if the patient had to 
make a journey of any distance. In these circumstances 
the absorptive method would be used. In the event of 
large numbers of burns occurring in war-time much of 
the treatment would have to be undertaken by civilians 
because there would not be enough medical personnel. 
He thought it advisable that steps should be taken to 
train the public now without frightening them. He 
thought that the doctors would have to deal with the 
fluid-replacement side of the problem and should be 
trained for this. It would probably be impossible under 
such circumstances for them to be anything but advisory 
with regard to local treatment. He visualised the 
necessity of mobile medical teams. 

Sir CLAUDE FRANKAU said the committee on flash 
burns, of which he was chairman, had decided, broadly, 


that when transporting patients to ‘“‘ cushion ’’ hospitals 
closed treatment would be necessary. They had evolved 
certain methods for treating burns of the hands and 
face. They had also concluded that if the population 
was caught unawares casualties would probably be very 
numerous ; the populace of this country never had been 
“* shelter-minded.”’ There would be a chart on treatment. 
He disagreed with sending medical teams into a city 
which had been atom-bombed, to treat patients in 
unaffected hospitals; there was nothing to show that 
there would not be another atom bomb or other bombing 
the next day. 


Mr. D. H. Patry thought that the present neglect 
of antisera was unwise. 


Surgeon Captain S. G. RAINSFORD remarked that the 
exposure method seemed easy, but he scarcely thought 
it would be practicable in the English, let alone the 
Scottish, climate. The principle of the absorptive 
dressing was to keep the burn dry. He recommended 
using a hygroscopic paste; a powder of zinc oxide 
made up in 3% glycerin was admirable for this purpose, 
for it prevented the part becoming waterlogged and 
sodden. 


Reviews of Books 


Recent Advances in Physical Medicine 
Francis BACH, D.M., D.PHYS.MED., physician, Rheumatic 
Unit, St. Stephen’s Hospital, Chelsea; physician in 
charge, Physical Medicine Department, Mount Vernon 
Hospital. London: J. & A. Churchill. 1950. Pp. 490. 
27s. 6d. 


In collecting his team Dr. Bach has cast his net wide : 
no fewer than 38 authorities, both medical and lay, have 
written articles on a great variety of subjects. He has 
included chapters on physiology, organisation, the 
school-child, resettlement of the disabled, and the training 
of the doctor and physiotherapist, as well as chapters on 
physical methods of treatment and the practice of 
physical medicine in various medical and_ surgical 
conditions. Dr. P. Bauwens writes well on electro- 
diagnosis, with special reference to electromyography ; 
and in a long section on the application of physical 
medicine to various conditions the editor contributes a 
detailed article on the rheumatic diseases. He discusses 
especially the etiology, in which the patient’s emotional 
state plays an important part, and briefly but critically 
analyses what the discovery of the effect of ‘ Cortisone ’ 
and A.C.T.H. on rheumatoid arthritis may imply. An 
illuminating article by Dr. J. W. T. Patterson on physical 
medicine in the Army shows what real advances were 
made during the war in training and assessment of 
physical capability. Rehabilitation and resettlement are 
well described by such authorities as Dr. T. M. Ling 
and Dr. A. R. Thompson. 


Atlas of Human Anatomy 
Vol. um. M. W. WorRDEMAN, M.D., professor of 
anatomy and embryology, University of Amsterdam. 
Amsterdam: Wetenschappelijke  Uitgeverij N.V. 
London: Butterworth. 1950. 642 plates. £3 3s. 


Vou. I of this atlas dealt with the bones, joints, and 
muscles, and vol. 1, published two years later, is devoted 
to the viscera (281 figures), the blood-vessels (102 figures), 
the nervous system (184 figures), and the special senses 
(75 figures). As in the first volume, the drawings reach a 
high standard of accuracy and clarity. The labelling 
is generally clear and unequivocal, but both the leaders 
and their terminal crosses are perhaps slightly too small, 
and in some cases they are confusingly numerous. The 
B.N.A. terminology is employed, with occasional 
English equivalents in brackets; the general effect falls 
strangely on English ears, and might militate against the 
book in this country in times when the medical student 
has no leisure to master two terminologies. 

The section on splanchnology includes 49 plates dealing 
with the teeth, so that the atlas shall be suitable for use 
in dental schools. Several bronchograms have been included 
to illustrate the subdivisions of the lungs. Some of the 
pictures of the peritoneum are difficult for the student to 


interpret, and here colour would probably help. Some 20 
of the book’s plates are wholly or partly in colour, but the 
best use has not always been made of it. For example, two 
colour plates are expended on cross-sections of the liver 
and spleen, while two very complex plates (472 and 473), 
showing pathways in the central nervous system, are in black 
and white. 

A few plates depict the development of the brain, but there 
are no other embryological figures. The peripheral nervous 
system is illustrated by half-tone diagrams of individual 
nerves, the cutaneous distribution being shown separately, 
with autonomous zones shaded. In many of these diagrams, 
however, there are several unexplained degrees of shading, 
which may mystify the student. As is customary in anatomy 
books, the dermatomes are lent a spurious air of 
reproducibility by being drawn with great precision. 

The blood-vessels are also dealt with on a diagrammatic 
plan, with “ghost”? backgrounds of bones and occasional 
muscles. This scheme renders the book a systematic rather 
than a regional atlas, and to this extent reduces its value 
to the student. Professor Woerdeman refers to “ a special 
volume dedicated to regional anatomy,” but it seems that 
this is not to appear in this country. If so, this is a great 
pity, since the main function of an atlas is surely to act as 
a two-dimensional dissection when a three-dimensional one 
is not available. One would learn almost nothing of the 
relationships of nerves and arteries from the two existing 
volumes. It is to be hoped that a third will after all be 
forthcoming. 

Surgeons Twoe and a Barber 
Being some Account of the Life and Work of the Indian 
Medical Service (1600-1947). DonaLp McDonatp. 
London: Heinemann Medical Books. 1950. Pp. 295. 
42s. 

‘THE history of the Indian Medical Service was 
written once for all by Dixon Grey Crawford and pub- 
lished by him in 1914.” Thus opens the preface of the 
present work, which brings the story up to the dissolution 
of the service in 1947. For completeness’ sake Lieut.- 
Colonel McDonald follows Crawford in dealing first with 
the prominent men and events in India from 1600, after 
first recording the discovery of India in 1498 by Vasco 
da Gama. The founding of the East India Company in 
1600 was followed by the dispatch to India of four ships 
each of which carried ‘‘ Surgeons twoe and a barber’”’ ; 
hence the title of this work. In the account of the next 
century and a half McDonald closely follows Crawford 
in dealing with. the most prominent men and events, 
but in a more popular form and in chronological 
order; some additional information based on studies 
of early records is included. It was not until 1764-79 
that the presidency medical services of Madras and Bengal 
were constituted from the medical men then serving ‘in 
India; in 1896 they were combined into one general 
service for the whole of India. The mutiny in 1857 
resulted in the Crown taking over the government of 
India; numerous administrative changes resulted in the 
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When an atom bomb dropped, all the burn casualties 
would happen in a few moments. For these the most 
practicable and easiest method was desirable. Injuries 
might be complicated by radiation effects and the 
effects of blast ; so preparation must be made for burns 
associated with other injuries. With open wounds 
including burns the aim should be to delay infection 
until definitive measures could be planned. With all 
these injuries there was much to be said for the early 
cover of open wounds by a closed dressing. He believed 
that at casualty-receiving hospitals the simplest mass- 
method was to cover burns by dressings and to give 
antibiotics locally and systemically at the earliest possible 
moment. 

In Birmingham they advocated closed dressings for 
all serious burns of the body and limbs. By this method 
the depth of burns could be accurately assessed about 
the 14th day, when skin-grafts for full-thickness burns 
could be started. The optimum time was the 14th—-17th 
day; and where a burn was really extensive, needing 
perhaps repeated use of the same donor site, surgical 
skill was especiaily important. Split skin-grafting was 
an art acquired only after long practice. 

Treatment of shock, Mr. Gissane continued, was the 
first priority. A burn with partial skin loss might result 
in considerable plasma loss; and partial skin-loss areas 
should be included in estimating the total area of the 
burn. Shock from plasma loss could be expected in burns 
of 15% or more of the body-area in an adult, and of 
10 % or more in a child, and the aim should be to replenish 
the plasma before clinical shock manifested itself. 
Generally speaking, the smaller the area of the burn, 


rae ponger the plasma loss took to reach a dangerous 
evel. 


Mr. A. B. WALLACE said that no one method was 
suitable for all burns, but there must be a simple pro- 
cedure for mass treatment. The two problems in 
mass-burn casualties were : (1) to save life where possible ; 
and (2) to limit infection. In general, civilians with 
minor burns would have to be treated as outpatients ; 
but from the point of view of the medical officer in the 
Services, concerned to restore the man to fighting fitness, 
@ minor burn was just as important as a major burn. 
A simple classification of superficial or deep burn was 
all that was necessary. 

The method of local treatment adopted must give a 
dry surface in the shortest possible period, and the 
surface must be kept dry. 

The “rule of nine’”’ (modified Berkow’s table) could 
be adopted in regard to transfusions, fluid requirements, 
and urinary output. In the treatment of shock, burns 
of 9% surface-area in children and 18% of surface-area 
in adults could be controlled by oral therapy. Burns 
beyond these extents required intravenous fluids. An 
adult should be given plasma and saline at the rate 
of one bottle of each for each 9% of total body-area 
that was burned; children should receive half this 
amount. The urinary output per hour ought to be 
64 ml. for adults and 27 ml. for children, and the daily 
fluid intake, again on the “rule of nine,” should be 
9 times 9 ml. per kg. body-weight in children, and 
9 times 6 ml. per kg. in adults. For a superficial burn 
the proportional intravenous fluid requirement was 
two bottles of plasma to’ two of saline; and for a deep 
burn one of plasma to two of blood and one of saline. 

Mr. Wallace preferred the term “‘ absorptive dressing ”’ 
to ‘‘ pressure-dressing ’’; on no account should pressure 
be applied to the tissues. This method was interchange- 
able with exposure. He did not agree that with deep 
burns exposure delayed healing. Burned areas should 
be grafted as soon as possible. Exposure gave imme- 
diate control of infection, even with penicillin-resistant 
organisms. 


Major H. L. WoLre said that in the event of an 
atomic explosion burns would be due to people being 
trap in burning buildings, &c., or to flash burns. 
At Hiroshima 70,000 people were killed and 70,000 
injured; about 20-30% of deaths were due to flash 
burns (some might have died later of X-radiation). It 
was estimated that if people were caught in the open, 
as in Japan, 65% would have burns, perhaps associated 


with other injuries ; and of all burns 85% would be due 
to flash burns and 15% to fires. 


Leader-Williams and Smith? had estimated that in 
an urban area with a density of 43 persons per acre, 
as in London, the total number of casualties would be 
about 27,000; about 2500 of these would be due to.burns. 
Flash burns would occur on exposed parts, and elsewhere 
if the clothing caught fire, which dark clothing was 
especially liable to do. In a clear atmosphere flash 
could cause burns up to 2!/, miles away. Among the 
civilian population, who would be mostly in houses or 
shelters, there would be a smaller number of flash burns, 
but the number of burns due to fires in buildings would 
be greater. In a well-organised city with adequate 
warning and proper shelters, the number of casualties 
should approach nil. Obviously one could not get this 
result, and the average figure for burns would be 2500. 
In the Services the numbers would depend on the 
conditions in which the personnel found themselves. 


Group-Captain G. H. MorLEy discussed methods of 
limiting casualties, especially from irradiation. Light- 
coloured clothing and any kind of covering to the skin 
gave some protection ; and he advised slacks for women 
and light-coloured uniforms for civil-defence workers. 
People on essential services should be issued with 
gauntlets, preferably of ‘ Nylon,’ on the lines of a 
Bunyan bag. In considering the warfare of the future, 
saturation bombing should not be forgotten ; and many 
people might be unable to get immediate medical treat- 
ment. There ought to be some “self-help”; and 
Group-Captain Morley suggested that every person should 
carry a 1 oz. pack of an approved application for burns, 
with appropriate instructions on it. Simple treatment 
methods would be required. There would be a place for 
skin-banks, and surgeons skilled at skin-grafting eyelids 
would be needed to prevent blindness in certain cases 
of burns of the face. The right approach to the problem 
of treating mass burn casualties was best summed up in 
the Scout motto: ‘‘ Be prepared.” 


Surgeon Commander J. J. KEEVIL said that his experi- 
ence in the late war convinced him that sorting teams 
would be essential. In this respect some discipline 
would have to be recognised, and there would have to 
be a wider application of the ideas of first-aid which 
Sir James Cantlie had in 1910. Efforts must be directed 
towards finding methods of treatment which made 
transport easy and which could be applied by the 
relatively unskilled. 


Surgeon Lidut.-Commander (D) JoHN BuNYAN, 
R.N.V.R., pee out the advantages of the envelope 
method of treatment, which provided for mobility and 
prevented secondary infection. Moreover, when there 
were mass casualties, it enabled patients to be looked 
after by friends and relatives. He urged the importance 
of positive first-aid, to relieve pain and reduce the 
secondary effects of the burns. When thousands of 
casualties had to be attended to, asepsis might have to 
give way to antisepsis. He illustrated his remarks with 
a colour film showing the good results obtained with 
the envelope technique. 


Mr. Patrick CLARKSON confirmed the value and 
practicability of the exposure methud. He found this 
slower than others—even in superficial burns the crusts 
took 3 weeks to separate completely—but this would 
be offset in the case of mass casualties by other advan- 
tages. It was always a hospital procedure; it was not 
suitable for circumferential trunk burns, but might 
become if so adrenocorticotropic hormone (A.C.T.H.) was 
found, in fact, to allow patients with even extensive . 
burns to be ambulatory throughout. He favoured 
replacing fluid, electrolytes, and colloid empirically rather 
than by a formula. Altemeier’s collage: ases for slough 
removal were promising. The outstanding training need 
at the moment was diffusion of the established healin 
techniques of plastic s ry among general surgica 
trainees. He had been told by those who had treated 
6-particle burns that in future they would not treat 
these conservatively but would remove the affected 
hand skin early and replace it by planned pedicle 
abdominal flaps. 


=u Leader-Williams, E., Smith, J. Practitioner, 1950, 165, 594. 
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Mr. Davip MATTHEWS said there was no doubt that 
with exposure treatment extensive burns healed quickly 
and the patients were seen to be in good general condition 
within a few days. If ee ee could be put 
in a chair within a week; skilful nursing care was 
needed but im no great numbers. He thought that 
this method had a large place in the treatment of burns, 
but doubted whether it was applicable in Britain in 
winter-time. Nor was it applicable if the patient had to 
make a journey of any distance. In these circumstances 
the absorptive method would be ased. In the event of 
large numbers of burns occurring in war-time much of 
the treatment would have to be undertaken by civilians 
because there would not be enough medical personnel. 
He thought it advisable that steps should be taken to 
train the public now without frightening them. He 
thought that the doctors would have to deal with the 
fluid-replacement side of the problem and should be 
trained for this. It would probably be impossible under 
such circumstances for them to be anything but advisory 
with regard to local treatment. He visualised the 
necessity of mobile medical teams. 

Sir CLAUDE FRANKAU said the committee on flash 
burns, of which he was chairman, had decided, broadly, 


that when transporting patients to ‘‘ cushion ’’ hospitals 
closed treatment would be necessary. They had evolved 
certain methods for treating burns of the hands and 
face. They had also concluded that if the population 
was caught unawares casualties would probably be very 
numerous ; the populace of this country never had been 
“* shelter-minded.”” There would be a chart on treatment. 
He disagreed with sending medical teams into a city 
which had been atom-bombed, to treat patients in 
unaffected hospitals; there was nothing to show that 
there would not be another atom bomb or other bombing 
the next day. 


Mr. D. H. Patry thought that the present neglect 
of antisera was unwise. 


Surgeon Captain S. G. RAINSFORD remarked that the 
exposure method seemed easy, but he scarcely thought 
it would be practicable in the English, let alone the 
Scottish, climate. The principle of the absorptive 
dressing was to keep the burn dry. He recommended 
using a hygroscopic paste; a powder of zinc oxide 
made up in 3% glycerin was admirable for this purpose, 
an be prevented the part becoming waterlogged and 
sodden. 


Reviews of Books 


Recent Advances in Physical Medicine 
FrRaANcIS BACH, D.M., D.PHYS.MED., physician, Rheumatic 
Unit, St. Stephen’s Hospital, Chelsea; physician in 
charge, Physical Medicine Department, Mount Vernon 
Hospital. London: J. & A. Churchill. 1950. Pp. 490. 
27s. 6d. 


In collecting his team Dr. Bach has cast his net wide : 
no fewer than 38 authorities, both medical and lay, have 
written articles on a great variety of subjects. e has 
included chapters on physiology, organisation, the 
school-child, resettlement of the disabled, and the training 
of the doctor and physiotherapist, as well as chapters on 
physical methods of treatment and the practice of 
physical medicine in various medical and surgical 
conditions. Dr. P. Bauwens writes well on electro- 
diagnosis, with special reference to electromyography ; 
and in a long section on the application of physical 
medicine to various conditions the editor contributes a 
detailed article on the rheumatic diseases. He discusses 
especially the etiology, in which the patient’s emotional 
state plays an important part, and briefly but critically 
analyses what the discovery of the effect of, ‘ Cortisone ’ 
and A.C.T.H. on rheumatoid arthritis may imply. An 
illuminating article by Dr. J. W. T. Patterson on physical 
medicine in the Army shows what real advances were 
made during the war in training and assessment of 
physical capability. Rehabilitation and resettlement are 
well described by such authorities as Dr. T. M. Li 
and Dr. A. R. Thompson. 


Atlas of Human Anatomy 
Vol. uo. M. W. WorrRDEMAN, M.D., professor of 
anatomy and embryology, University of Amsterdam. 
Amsterdam: Wetenschappelijke  Uitgeverij N.V. 
London: Butterworth. 1950. 642 plates. £3 3s. 


VoL. 1 of this atlas dealt with the bones, joints, and 
muscles, and vol. 11, published two years later, is devoted 
to the viscera (281 figures), the blood-vessels (102 figures), 
the nervous system (184 figures), and the special senses 
(75 figures). As in the first volume, the drawings reach a 
high standard of accuracy and clarity. The labelling 
is generally clear and unequivocal, but both the leaders 
and their terminal crosses are perhaps slightly too small, 
and in some cases they are confusingly numerous. The 
B.N.A. terminology is employed, with occasional 
English equivalents,in brackets ; the general effect falls 
strangely on English ears, and might militate against the 
book in this country in times when the medical student 
has no leisure to master two terminologies. 

The section on splanchnology includes 49 plates dealing 
with the teeth, so that the atlas shall be suitable for use 
in dental schools. Several bronchograms have been included 
to illustrate the subdivisions of the lungs. Some of the 
pictures of the peritoneum are difficult for the student to 


interpret, and here colour would probably help. Some 20 
of the book’s plates are wholly or partly in colour, but the 
best use has not always been made of it. For example, two 
colour plates are expended on cross-sections of the liver 
and spleen, while two very complex plates (472 and 473), 
showing pathways in the central nervous system, are in black 
and white. 

A few plates depict the development of the brain, but there 
are no other embryological figures. The peripheral nervous 
system is illustrated by half-tone diagrams of individual 
nerves, the cutaneous distribution being shown separately, 
with autonomous zones shaded. In many of these diagrams, 
however, there are several unexplained degrees of shading, 
which may mystify the student. As is customary in anatomy 
books, the dermatomes are lent a spurious air of 
reproducibility by being drawn with great precision. 

The blood-vessels are also dealt with on a diagrammatic 
plan, with “ghost” backgrounds of bones and occasional 
muscles. This scheme renders the book a systematic rather 
than a regional atlas, and to this extent reduces its value 
to the student. Professor Woerdeman refers to “a special 
volume dedicated to regional anatomy,” but it seems that 
this is not to appear in this country. If so, this is a great 
pity, since the main function of an atlas is surely to act as 
a two-dimensional dissection when a three-dimensional one 
is not available. One would learn almost nothing of the 
relationships of nerves and arteries from the two existing 
volumes. It is to be hoped that a third will after all be 
forthcoming. 


Surgeons Twoe and a Barber 
Being some Account of the Life and Work of the Indian 
Medical Service (1600-1947). Donatp McDonatp. 
London: Heinemann Medical Books. 1950. Pp. 295. 
42s, 


“THe history of the Indian Medical Service was 
written once for all by Dixon Grey Crawford and pub- 
lished by him in 1914.” Thus opens the preface of the 
present work, which brings the story up to the dissolution 
of the service in 1947. For completeness’ sake Lieut.- 
Colonel McDonald follows Crawford in dealing first with 
the prominent men and events in India from 1600, after 
first recording the discovery of India in 1498 by Vasco 
da Gama. The founding of the East India Company in 
1600 was followed by the dispatch to India of four ships 
each of which carried ‘‘ Surgeons twoe and a barber” ; 
hence the title of this work. In the account of the next . 
century and a half McDonald closely follows Crawford 
in dealing with the most prominent men and events, 
but in a more popular form and in chronological 
order; some additional information based on studies 
of early records is included. It was not until 1764-79 
that the presidency medical services of Madras and Ben 
were constituted from the medical men then serving ‘in 
India; in 1896 they were combined into one general 
service for the whole of India. The mutiny in 1857 
resulted in the Crown taking over the government of 
India; numerous administrative changes resulted in the 
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LONDON : SATURDAY, FEB. 24, 1951 


A.C.T.H. and Cortisone in Hematology 


Ir is now well known that ‘Cortisone’ and the 
pituitary adrenocorticotropic hormone (A.C.T.H.) pro- 
duce profound metabolic changes in normal people 
and have considerable, if temporary, effects in the 
‘* collagen ”’ diseases. These substances are also being 
widely tested in certain hzmatological disorders. 
After the observation, originally reported by 
DoveHEerty and that the adrenal-cortex 
hormones reduced lymphoid tissue and caused dis- 
solution of lymphocytes, it was natural to see whether 
- A.C.T.H. and cortisone would reduce the hyperplastic 
tissue in such conditions as lymphatic leukemia and 
lymphosarcoma. The early results were encouraging, 
and so physicians have gone on to test these substances 
in other forms of leukemia and in Hodgkin’s disease. 

DaMESHEK and his co-workers ! found that neither 
of 2 cases of myelocytic anzemia responded to A.C.T.H. ; 
but of 6 cases of acute or subacute lymphatic leu- 
kemia all except 1 (which was in an adult) had 
remissions. The 5 cases which responded were all 
in children; in 4 the bone-marrow and peripheral- 
blood picture became normal or almost normal during 
the remissions, and there was an increase of hzemo- 
globin, reticulocytes, and platelets, suggesting that 
the A.c.T.H. actually stimulated the remaining normal 
marrow; swollen lymph-glands, spleen, and liver 
also returned to normal size. This result was obtained 
with a dose corresponding to about 80 mg. of Armour 
standard daily for fourteen days, after which the 
dose was gradually reduced to 40 mg. twice weekly. 
The remissions were being maintained at the time of 
the report; but when in 1 case the A.C.T.H. was 
stopped the leukemia relapsed. Further experience 
has shown that in acute leukemias relapse takes place 
sooner or later, and an unfortunate feature of these 
relapses is that the patients no longer respond to 
A.C.T.H. or cortisone. STICKNEY et al.? used larger 
doses ; they gave 200 mg. of a.c.T.H., or 200-300 mg. 
of cortisone, daily for twenty to thirty days in adults, 
and 50-75% less for children. Of 12 patients with 
acute leukemia who received cortisone, 2 had complete 
remissions—i.e., the patient was clinically well, and 
blood and bone-marrow were no longer leukemic. 
Of these 2 patients 1, aged eighteen, relapsed five 
weeks after treatment was stopped and did not 
respond to further a.C.T.H. or cortisone; and the 
other, aged ten, was still well after three weeks. 
A.C.T.H. was given to 6 patients with acute leukemia ; 
1 had a complete remission after receiving a total dose 
of 1 g., and the remission had been maintained for 
sixteen weeks. Spres et al. however, reported 


1. Dameshek, W., Saunders, R. H., Zannos, L. Bull. New Engl. 
med, Center, 1950, 12, 11. 

2. Stickney, J. M., Heck, F. J., Watkins, C. H. Proc. Mayo Clin. 
1950, 25, 488. 

3. Spies, T. D., Stone, R. E., Lopez, G. G., Milanes, F., Toca, R. L., 
Reboredo, A. Lancet, 1950, ii, 241. 


different experiences. Of 5 cases of acute leukemia 
treated with A.c.T.H. 3 responded satisfactorily. One 
patient remitted after fourteen days’ treatment with 
100 mg. 4.c.T.H. daily and the remission was main- 
tained for five months; then a second similar course 
of A.C.T.H. again produced a remission, which lasted 
six months. Another patient, a boy of seven with 
acute lymphatic leukemia, responded quickly to 
A.C.T.H.; but within twenty-four hours of stopping 
treatment there was clinical and hematological 
evidence of impending relapse, so treatment was 
resumed and was maintained for forty-three days, 
when he had had 1750 mg. ; after twenty-nine days 
he again relapsed, but responded once more after 
nine days’ treatment. Results like those of Spres 
seem to be exceptional ; most reports indicate failure 
to respond to second courses of A.c.T.H. or cortisone. 
FarBeEr and his colleagues‘ believe that in acute 
leukemia the results with a.c.T.H. and cortisone are 
inferior to those obtained with folic-acid antago- 
nists (aminopterin and amethopterin), the remissions 
being shorter and failure with second courses more 
common. Of 17 children treated with A.c.T.H., 5 had 
complete remissions which lasted up to ten weeks ; 
cortisone 100 mg. daily was given to 3 affected children, 
with remissions in 1. They noted that a.c.t.H. or 
cortisone would produce a remission in patients who 
had become resistant to folic-acid antagonists, and 
vice versa; and they suggested that results might 
be better if the two forms of treatment were corirbined. 

Since a.C.T.H. acts specifically on lymphoid tissue 
it might be expected that the chances of remission 
would be greater in lymphatic than in myeloid or 
monocytic leukemia; but so far the evidence is 
conflicting. Some reports do not state the type of 
leukemia, and when primitive cell forms predominate 
in the blood and bone-marrow it is often very difficult 
to decide whether an acute leukzmia is lymphoblastic 
or myeloblastic. All seem agreed, however, that 
monocytic leukzemia does not respond at all. PEARSON 
and ELIEL® have stated that in children and adults 
with acute granulocytic or acute lymphatic leukemia 
“temporary remissions can be induced with con- 
siderable regularity,” but monocytic leukemia was 
unaffected. They gave A.C.T.H. or cortisone to 10 
adults and 80 children with acute leukwmia, and good 
remissions followed in 4 adults and 9 children. Unfor- 
tunately they confirm earlier reports that remissions 
are short—3-8 weeks in their cases—and refractoriness 
soon develops. They also confirm the observation by 
FarBER that patients who have become refractory 
to folic-acid antagonists will respond to a.c.T.H. or 
cortisone. A.C.T.H. and cortisone might also be 
expected to affect chronic lymphatic leukaemia, but 
the results have been curious; the enlarged lymph- 
glands, spleen, and liver shrink rapidly, but the 
blood and bone-marrow pictures remain unchanged.? ® 
Results in lymphosarcoma have been conflicting ; 
Spies et al.? reported a good response to cortisone 
in 2 patients; Pearson and E.re.® found moderate 
benefit in 2 cases, | of which, after relapse, responded to 
a second course. These drugs have no effect in Hodgkin’s 
disease or chronic myeloid leukemia.’ PEARSON 
and Ere. treated 2 patients with myeloma; in 
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1 the serum-globulin decreased and bone pain was 
relieved, but the marrow picture remained unchanged. 

Outside the reticulosis group of diseases, A.C.T.H. 
and cortisone have been used successfully in only 
two blood diseases. DamMEsHEK ® reports that in 
2 patients with idiopathic acquired hemolytic anemia 
who had not responded to splenectomy, A.C.T.H. 
treatment seemed to suppress the active agglutinins 
or hemolysins and no further blood-transfusions were 
needed ; GARDNER? obtained similar results in 3 
patients who were given 60-100 mg. 4.c.T.H. daily. 
The other condition that has been treated with 
A.0.7.H. is Henoch-Schénlein purpura; and since 
this is not a true “ blood disease” but a disease of 
blood-vessels possibly related to the collagen diseases, 
a response might well be expected. STEFANINI et al.® 
reported the effect of a.c.7.H. on a boy of three who 


had skin purpura and intestinal affection ; the child © 


had been ill for six weeks when treatment was begun ; 
the cutaneous lesions cleared and abdominal pains 
ceased within six days. It is of course difficult to 
assess the effect of treatment in a condition so liable 
to spontaneous remission and STEFANINI thinks that 
the a.c.7.H. simply relieved the vasculitis without 
eradicating the disease. 

It is thus clear that the application of .c.T.H. and 
cortisone in blood diseases has produced some hopeful 
results, and that further studies of their effect in 
acute leukemia and anaphylactoid purpuras are well 
justified. In particular we shall look forward to 
learning whether, by themselves or in combination 
with folic-acid antagonists, A.c.T.H. or cortisone offer 
a chance of controlling acute leukaemia. 


Professional Privilege Abroad 


Ir is an ancient rule in professions that secrecy 
must be preserved about all facts coming to the 
practitioner’s knowledge in the exercise of his duties. 
But whereas members of the legal profession cannot 
in any circumstances be forced to divulge information 
entrusted to them for the purpose of obtaining advice, 
the law of this country does not extend protection to 
doctors. A medical man summoned to give evidence 
in a court of law in any criminal or civil matter enjoys 
no privilege that will secure him against questions 
tending to elicit information, however confidential, 
obtained in the consulting-room. The law on this 
point was expressed in the leading case of Wheeler 
v. Le Marchant (1881) as follows . 

‘The communications made to a medical man whose 
advice is sought by a patient with respect to the probable 
origin of the disease as to which he is consulted, and 
which must necessarily be made in order to enable the 
medical man to advise or to prescribe for the patient, 
are not protected...” 
and a textbook on modern medical jurisprudence 
advises members of the profession bluntly: “A 
witness must remember that there are no medical 
secrets.”’ There is no doubt that a doctor refusing to 
disclose confidential information in the witness-box 
renders himself liable, if the judge is so minded, to 
be sent to prison for contempt of court. To this 
state of affairs medical men have long objected, and 
the British Medical Association advises that “ profes- 
6. Dameshek, W. Blood, 1950, 5, 791. 

. Gardner, F. Ibid, p. 791. 


. Stefanini, M., Roy, C. A., Zannos, L., Dameshek, W. J. Amer. 
med. Ass. 1950, 144, 1372. 
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sional secrecy should be contravened only under 
protest after direction from the presiding judge.” 
The law or its interpretation may yet be changed, and 
some light on the considerations that should guide 
future policy may be gained from a survey of foreign 
legal systems which have deliberately adopted a 
different attitude. 

In France, as elsewhere on the Continent, medical 
secrecy has been recognised as requiring and deserving 
the protection of the law. No measures to maintain 
and improve public helath, and no health service, can, 
it is held, be fully effective unless the public has com- 
plete confidence in the medical profession and will 
invoke its help as soon as the need becomes apparent. 
In the case of venereal diseases, for instance, experi- 
ence is said to show that early attendance at a clinic 
can be expected only if secrecy is assured. Moreover, 
medicine is a science which requires facts to work on, 
and to enable the doctor to decide what treatment is 
best he often needs from his patient a frank account 
of all the physical and mental symptoms. Such a 


history may not be obtained unless there is a firm - 


belief that the doctor will keep strictly to himself 
whatever he is told. Taking it as axiomatic that 
unreserved communication is an essential condition 


of successful medical treatment, French law considers — 


that protection against unauthorised revelations is 
not only indispensable to the patient but also impor- 
tant to the doctor and a safeguard of public health. 
Accordingly, French law—like the law of Italy, 
Germany, Switzerland, and many American States— 
has been so framed as to place confidential medical 
information beyond the risk of casual disclosure, and 
to reconcile, as far as possible, the demand for secrecy 
with the needs of justice. An article of the Criminal 
Code (art. 378) renders punishable by imprisonment 
and fine not only medical practitioners but also 
pharmacists, midwives, and other related persons who 
without express authority reveal confidential com- 
munications made to them by patients. In addition, 
any voluntary disclosure of such information lays a 
medical man open to a claim for damages at the suit 
of the aggrieved party—whether or not silence has 
been expressly imposed before the particular con- 
sultation. These remedies are so clearly understood 
on the Continent that occasion rarely arises to enforce 
them ; but they give doctors full sanction to refuse 
disclosure of confidential information, even if the 
demand is made in a court of law. 

The right to refuse to answer questions of this sort 
in the witness-box may be of two kinds: it may be 
absolute or it may depend on the attitude of the person 
most directly concerned. Both systems are repre- 
sented in the law as it now stands in various Con- 
tinental countries. German law, for instance, holds 
that the duty of secrecy is imposed solely for the 
protection of the patient. Like professional privilege 
covering legal advisers in English courts, the privilege 
that can be claimed by medical men in German courts 
gives way, therefore, as soon as the patient releases 
his adviser from the duty of silence. Such consent 
entirely destroys the justification for the doctor’s 
refusal to speak about the privileged matter; it not 
only entitles the doctor to testify, but obliges him to 
do so even if he thinks that this is not in the true 
interest of his patient. A similar situation prevails 
in most Swiss cantons. The French medical profession, 
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on the other hand, has always insisted on professional 
privilege which is independent of the wishes of the 
patient. French doctors do not accept the view that 
the latter’s consent removes the main objection to 
publication in court of medical information obtained 
in private consultation. They have pointed out that 
a practitioner's special training and knowledge 
enables him to draw conclusions from what he has 
been told, or to gather from indications facts which 
the patient did not wish to communicate or which 
were even unknown to them. Where the doctor has 
discovered a mental or physical illness of which the 
patient was unaware, and has for medical reasons 
found it advisable to hide this knowledge, he will 
naturally be unwilling to divulge the information in 
open court. To do so, French doctors maintain, 
would not only be contrary to the Hippocratic Oath 
and the professional code but would be objectionable 
from the scientific standpoint. This attitude has been 
accepted by the French courts, which have held that 
the duty of secrecy is binding on French medical 
practitioners “as a duty inseparable from their 
calling.” It is a general and absolute duty from 
which doctors cannot be freed, either by express order 
of the court or by the consent of the patient. 

Whether medical privilege of such wide scope is 
altogether desirable is a question on which French 
lawyers and medical men are still at issue. It is hard 
to avoid the conclusion that professional privilege so 
widely extended must give rise to difficulties in 
practice, not least to litigant patients themselves. 
But in this country, whose courts do not recognise 
medical privilege at all, it is certainly worth pondering 
over the reasons for, and implications of, French 
practice on medical secrecy. In at least one part of 
the Commonwealth, the State of Victoria (Australia), 
the medical profession already enjoys the same 
professional privilege as lawyers possess under the 
common law. 


Electrical Stimulation of the Brain 


THE discovery by Frirscu and Hirzie! in 1870 
that parts of the brain are electrically excitable raised 
a host of possibilities which neurophysiologists have 
been exploring ever since. Perhaps the most valuable 
studies are those of Prof. WILDER PENFIELD, F.R.S., 
and his successive colleagues at the Montreal Neuro- 
logical Institute, because they were made on the 
unanzsthetised human brain. The observations now 
summarised in book form by Professor PENFIELD and 
Dr. RasMusSEN? were made over a period of 20 years 
during brain operations under local anesthesia, with 
their patients’ intelligent codperation. In patients 
with focal epilepsy they have often reproduced an 
epileptic aura from an area of brain which is not 
usually susceptible to electrical stimulation. They 
have also been remarkably successful in reproducing 
complex sensations by stimulating the temporal lobes, 
and they give many instances of psychical seizures, 
including complex visual or auditory hallucinations, 
produced in this way. 

Most of their work, however, has inevitably been 
concerned with the sensorimotor cortex, and they 


1. Fritsch, G., Hitzig, E. Arch. Anat. Physiol. wiss. Med., Leipzig. 
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have many records of the local sensations resulting 
from stimulation of the postcentral gyrus, which 
cannot be studied in animals. They have revised the 
“homunculus ” published by PENFIELD and BotpReEy ® 
in 1937 to show at a glance how the parts of the 
body are represented in the precentral and postcentral 
gyri. In their two diagrams of the sensory and motor 
homunculi we see a nightmare hemi-mannikin sprawl- 
ing head-downwards, with his foot dangling out of 
sight into the longitudinal fissure and the successive 
parts of his body varying in size according to the 
extent of their representation. The sensory diagram 
brings home to one how large a share of the post- 
central gyrus is taken by the hand and lips; the 
little finger is drawn as large as the index, and 
PENFIELD reminds us of the importance of sensation 
in the ulnar aspect of the fifth finger and hand in 
writing. Neurologists are sometimes puzzled by his 
attitude to “levels” of function. For example, 
he writes (p. 235): “It seems fair to conclude that 
within the diencephalon there are neurone circuits 
which may be considered the highest level of neuronal 
representation and re-representation.’’ Here he seems 
to be using “ highest level’ in an entirely different 
sense from that which HuGHiines Jackson gave 
it, long ago. Modern neurophysiology teaches that 
cortical mechanisms are outgrowths and elaborations 
of diencephalic structures. These structures therefore 
form a vital hub for human brain activity ; but they 
are ‘surely more the “telephone exchange” -er the 
“futnace ” for human endeavour than a “ high level ”’ 
in JACKSON’s sense. 


Curiously enough, however, the functions of the 
much-studied motor cortex have been the centre of 
most neurological controversy in recent years. The 
experimental contraction of a single muscle by electrical 
stimulation of the precentral gyrus has been cited 
as evidence of discrete muscle representation in the 
motor cortex, but the clinicians have staunchly 
defended the view that the motor cortex must control 
movements rather than individual muscles. LrppELL 
and. PHILips,‘ in their paper on thresholds of cortical 
representation, show how these conflicting views have 
arisen. They found that the traditional map of motor 
points could be reproduced in the motor cortex of 
the baboon by repetitive stimulation at, say, 50 cycles 
per sec. But a stimulus consisting of a single weak 
‘square-wave’ produced an entirely different 
response. They now found wide areas covering the 
whole of the motor cortex from which one of three 
responses could easily be obtained. Far the most 
readily and widely elicitable was a contraction of the 
thumb-index-minimus muscles. The other two areas 
were concerned with hallux-toe movement and sec- 
ondly with tongue and face movement. By demon- 
strating that thumb-index-minimus movements can 
be obtained from an immensely wider cortical area 
than has hitherto seemed possible, this Oxford work 
has exposed a complexity of cortical motor function 
which must change and ultimately clarify our ideas 
of the functions of the motor cortex. In stimulating 
the motor cortex, the physiologist is clearly “ butting 
in ’ on a complex mechanism of motor patterns which 
we are very far from understanding. 


3. Penfield, W., Boldrey, E. Brain, 1937, 60, 389. 
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Dextran 

DExtTRAN, a polysaccharide built up by bacterial 
synthesis of glucose units derived from sucrose, is 
now used as a plasma substitute in many hospitals in 
this country, with apparent success. It restores 
plasma volume satisfactorily; it remains in the 
circulation long enough to sustain the circulation 
until the amount of circulating plasma-protein is 
again sufficient for this purpose; and so far as is 
known its use is unattended by unpleasant immediate 
or -delayed effects. It has certain disadvantages 
common to many plasma substitutes : it is a substance 
foreign to the body and cannot be expected to perform 
all the functions of plasma-protein ; it has no buffer- 
ing-power, and probably no nutritive value; and 
though it seems to disappear slowly from the body, 
its fate is not known with certainty. But if these 
shortcomings are understood and it is used with 
discretion, dextran has a useful part to play as a 
means of raising depleted blood volume, especially in 
emergencies when the natural fluids, blood and plasma, 
cannot be obtained in sufficient quantity. But 
dextran also has other less obvious uses. As a rela- 
tively inert substance, which disappears slowly from 
the tissues until only traces remain, and can be made 
in a wide range of molecular sizes, it can be employed 
as a tool for investigating problems such as the 
permeability of membranes, the properties of the 
reticulo-endothelial system (by which dextran is 
taken up and from which it is gradually lost), and the 
behaviour of certain cell surfaces. Moreover, when 
converted to a sulphuric ester, dextran becomes an 
anticoagulant. On Feb. 13 the Royal Society of 
Medicine’s section of experimental medicine heard 
accounts of experimental work on these lines now 
being done at the Birmingham Medical School and 
by the Medical Research Council’s burns unit in 
Birmingham. 

The most complete report was that of Dr. KENNETH 
Watton on the anticoagulant activity of dextran 
sulphate. Dextran itself, which is uncharged, has a 
negligible effect on blood clotting, but the electro- 
negatively charged sulphate exerts an antithrombin 
action, like that of heparin, which it structurally 
resembles. GRONWALL et al.) reported in 1945 that 
sulphuric esters of dextran acted as anticoagulants, 
but they did not pursue the discovery, because these 
esters also had undesirable effects. Since inulin 
sulphate, which is of smaller molecular size, was even 
more toxic, they concluded that toxicity was unrelated 
to molecular size. WALTON deduced from the Swedish 
data that the molecular weight of the toxic dextran 
sulphate used by GRONWALL et al. was at least twice 
that of heparin, and he decided to examine dextran 
sulphates with a lower molecular weight. His experi- 
ments disclosed that below a molecular weight of 
about 20,000 these had an anticoagulant action in 
animals without the toxic effects associated with 
esters of molecular weight 35,000 and above. The 
latter group of substances, unlike the former, caused 
a precipitation of fibrinogen, agglutination of platelets, 
and the deposition of metachromatic staining material 
in the reticulo-endothelial system. The resulting 
fibrinogenopenia and thrombocytopenia explain the 
liability of this group of large-molecular-weight esters 


to cause fatal hemorrhage. In choosing anticoagulant 
substances it is evidently important that they neither 
lower the fibrinogen and platelet, levels nor form 
deposits in the reticulo-endothelial system. 

The dextran sulphate finally selected at Birmingham 
for fuller investigation is free from these undesirable 
actions. It can be given to animals in doses at least 
100 times greater than the least effective anticoagulant 
dose, and it has a potency of some 17-20 1.U. per 
milligramme when assayed against the standard 
heparin. Inactive by mouth, it can be sterilised by 
autoclaving without loss of potency if suitably 
buffered, and it has been given in doses up to 500 mg. 
per kg. body-weight to mice, rats, rabbits, dogs, and 
monkeys without toxic effects, though the guineapig is 
an exception. With doses of 40 mg. per kg. body- 
weight, the blood-pressure and pulse and respiration 
rates of anzsthetised dogs are unaffected, and at 
concentrations sufficient to produce an anticoagulant 
effect the alterations in erythrocyte-sedimentation 
are negligible. The dextran has not been demonstrated 
histologically as metachromatic material in any of 
the tissues examined, after single and repeated injec- 
tions and over periods ranging from some hours to 
some months after injection. Some 25% of the 
material is excreted in the urine in the first fifteen 
minutes after injection. Its effect on clotting seems 
to be similar to that of heparin. It will not prevent 
the clotting of pure fibrinogen by thrombin, unless a 
co-factor associated with «-globulin or the «-lipo- 
protein fraction of plasma or serum is present, but in 
the presence of this factor it acts as an antithrombin. 
A clinical trial of dextran sulphate is in prospect and 
the results will be awaited with interest ; for there is 
a place for a relatively cheap, effective, and uniform 
anticoagulant as free from undesirable actions as 
dextran sulphate seems to be. 

Dr. Joun Harpwicke described the further 
progress of his investigation ? of the effects of dextran 
of various molecular sizes on erythrocyte-sedimenta- 
tion, and Dr. D. B. BREWER recounted experiments on 
the excretion of dextran by the kidney from which 
he hopes eventually to derive information about the 
size of glomerular pores. Dextran is apparently 
excreted chiefly by filtration through the glomerulus, 
the tubules playing little or no part either in excretion 


or reabsorption. 
The Aged 

Work done in Birmingham to provide the basis 
of a coherent administrative policy for the care of 
the aged was described by Prof. A. P. Thomson 
addressing the Manchester Medical Society on Feb. 7. 
It had been found, he said, that three-fifths of the 
patients in the infirmaries required neither frequent 
medical attention nor skilled nursing; and if those 
were the criteria for continued stay in hospital more 
than half the patients now in the infirmaries should 
be accommodated either in their own homes, with 
the help of improved social services from local 
authorities or voluntary agencies, or in institutions 
(other than hospitals) which provide domestic services 
and simple nursing (washing, feeding, and dressing). 
Of applicants for admission to the infirmaries, at 
least half had no need of hospital accommodation 
though they required help of a different kind. 
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Annotations 


THE COXSACKIE VIRUSES 


Tue name of Coxsackie, the small town near New York 
where the prototype was isolated, is now applied to a. 
fair-sized and still expanding group of viruses which 
in suckling mice produce myositis, loss of muscle power, 
and death. Members of the group are widely distri- 
buted in the United States, and they have been isolated 
from patients suffering from paralytic and non-paralytic 
poliomyelitis, aseptic meningitis, “‘ summer grippe,’’ and 
pleurodynia or epidemic myalgia, as well as from healthy 
people. In size (10-12 my), physical properties, and 
behaviour they resemble the laboratory strains of polio- 
myelitis virus. According to their pathogenic properties 
in suckling mice Dalldorf divided them into A and B 
strains, A causing myositis only, whereas B also produce 
severe neurological lesions including cystic degeneration 
of large areas of the brain. There is no type-specific 
differentiation within group B, but at least 7 immuno- 
logically distinct types have already been differentiated 
in group A. Extending the work of Sickles and Dalldorf,* 
Melnik and Ledinko? at Yale have recently confirmed 
the reliability of the neutralisation test for following the 
immunological reactions in infections with the Coxsackie 
viruses. They have also shown that different types of 
virus can be distinguished by complement-fixation, and 
that the time of appearance of complement-fixing anti- 
bodies in patients is quite distinct in infections with two 
types of the virus. Coxsackie viruses have usually been 
isolated during outbreaks of infectious disease or from 
patients known to have certain diseases, and in many 
cases there has been an associated rise in neutralising 
and complement-fixing antibodies. Infections in labora- 
tory workers who have developed an acute febrile illness 
with thoracic or abdominal pain after working with the 


._ virus have also been followed by a similar serological 


response. Experienced workers with these viruses are 
however still troubled by the thought that association 
with a disease does not necessarily imply a causal relation- 
ship, and, as Dalldorf remarked, we are still in the 
anomalous position of having discovered the cause of a 
disease before discovering the disease. - 

In 1949 Finn and colleagues * described an outbreak of 
epidemic pleurodynia, one of the clinical conditions 
thought to be caused by a Coxsackie group-A virus, in 
Boston, and they have recently ‘ isolated from stored 
throat washings of these patients a virus antigenically 
similar to the ‘‘ Connecticut-5 ’’ virus isolated by Melnick 
from a case of non-paralytic poliomyelitis. Stored sera 
collected from these patients during the first 4 days of 
illness contained no demonstrable antibodies, whereas 
samples collected 10 days later completely neutralised 
the virus. It was also shown that this strain bore no 
antigenic relationship to certain other members of the 
Coxsackie group, and this raises the important point that 
different immunological types may be responsible for 
different clinical conditions. In another recent investiga- 
tion Huebner and his colleagues * studied a small out- 
break of acute febrile illness and isolated Coxsackie 
virus, group A, type 2, from the faces of all those affected. 
No clinical diagnosis could be made from the patients’ 
‘symptoms, which included headache, muscle pains and 
stiffness, nausea and vomiting. Epidemiological associa- 
tions of virus isolation with illness under such conditions 
are unjustifiable, so Huebner and his colleagues extended 
their observations to the rest of the small community in 


1. Sickles, G. M., Dalldorf, G. Proc. soc. exp. Biol. med. 1949, 72, 30. 
2, Melnick, J. L:, Ledinko, N. J. exp. Med. 1950, 92, 463. 
3. Finn, J.J Weller, T. H., Morgan, H. R. Arch. int. Med. 1949, 


4. Weller, T. H., Enders, J. F., Buckingham, M., Finn, J. J. 
J.immunol. 1950, 65, 337. 

6. Huebner, R. J., Anmestrone. C., Beeman, E. A., Cole, R. M. 
J. Amer. med. Ass. 1950, 144, 609. 


which their patients lived. Five other strains of the 
type 2 virus were found in-normal people scattered in 
various parts of the area, and 77% of 158 inhabitants 
possessed neutralising antibodies. Three additional types 
of Coxsackie virus were also isolated during the survey, 
and not a single case of poliomyelitis or meningitis was 
diagnosed in the area throughout the summer and 
autumn when the investigations were in progress. These 
isolations of virus from healthy people show that the 
organism may be widely prevalent in a community and 
that the danger of spurious associations with different 
types of illness is very real. On the other hand, a similar 
situation exists with poliomyelitis virus, and excessive: 
caution may be as dangerous as jumping to rash conclu- 
sions. Laboratory evidence shows conclusively that the 
Coxsackie viruses do invade the human body, and it 
seems unlikely that such invasion cannot on occasion be 
recognised clinically. Huebner and his colleagues are 
trying to solve the Coxsackie puzzle by intense epidemio- 
logical investigations in a small community; Melnik 
and the Yale University workers are tackling it from the 
laboratory angle. They have already extended our 
knowledge; but the challenge remains—find the diseases. 


EPIDEMIOLOGY AND THE WORLD HEALTH 
ORGANISATION 


In his address to the epidemiological section of the 
Royal Society of Medicine on Feb. 16, Dr. Yves Biraud, 
the’ French director of the Epidemiological Services 
Division of W.H.O., was able to give an encouraging 
account of international efforts now being made against 
communicable diseases. After tracing the origins of 
W.H.0.’s work in quarantine and epidemic intellizence, 
and paying tribute to the earlier activities of the Office 
International d’Hygiéne Publique, the Pan American 
Sanitary Bureau, the Health Organisation of the League 
of Nations, and Unrra, he described the world-wide 
intelligence system developed by W.H.O. since it took 
over in December, 1946. Based on the epidemic intelli- 
gence stations at Geneva, Singapore, Alexandria, and 
Washington, this is now primarily a wireless system, with 
confirmation by telegraphic and other communications. 
Geneva alone received 6500 separate reports last year, 
and the world is substantially covered, with the exception 
that the U.S.S.R. has not collaborated since 1937. On 
the quarantine side, the unsatisfactory state of adhesions 
to the various conventions makes the promulgation of 
the new international regulations, to be considered by a 
special meeting at Geneva in April before the World 
Health Assembly, an urgent as well as an important matter. 
Dr. Biraud emphasised the advantages of the new 
procedure by which, if a country is “nwilling to adopt a 
regulation, it must positively contract out of it—instead 
of negatively refraining from ratification. 

The coérdination of research on communicable diseases. 
is, he said, effected mainly by expert committees, and the 
new system of large panels of experts, from which 
members are chosen according to the agenda of the 
particular meeting, allows for adequate geographical 
representation and for flexibility. The influence of these 
committees lies primarily in making technical advances: 
widely known and diminishing the delays in their 
application. Though direct research is not undertaken 
by W.H.O., grants are made to stimulate and coérdinate 
investigations on subjects in which W.H.O. is interested, 
examples being the World Influenza Centre at Mill Hill 
and the Brucellosis Centre at Copenhagen, and the 
Tuberculosis Research Unit at Copenhagen which is. 
investigating both B.c.G. vaccines and the statistical 
results of the many millions of B.c.G. inoculations. 
Field research is also undertaken or stimulated: thus 
studies are being made of fecal vibrios in Madras, of the 
delimitation of endemic yellow-fever areas by the mouse- 
protection test, and of vaccination of dogs against rabies. 
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Assistance to countries in campaigns against particular 
diseases sometimes involves aid in emergencies, as in the 
cholera epidemic in Egypt in 1947 and the more recent 
typhus epidemic in Afghanistan, but chiefly consists 
in providing specialised technical staff to help a large 
number of countries in starting or intensifying campaigns 
against an even larger number of communicable diseases : 
the foreign experts in the teams are ‘‘ matched’ with 
local experts, with obvious advantages. W.H.O. has 
also assumed technical leadership in the health aspects 
of other bodies’ programmes, some of them very large, 
such as the $4 million allocated to health work in the 
United Nations Programme for Technical Assistance. 

The impression left on Dr. Biraud’s hearers, enhanced 
by his unique experience of 25 years as an international 
medical civil servant in this field, was that W.H.O. is 
not only worthily carrying on the work of the older 
organisations but is making a new and remarkable 
contribution to the reduction of communicable disease 
throughout the world. : 


PREVENTION OF HAMORRHAGIC DISEASE 
OF THE NEWBORN 


WHEN it was found that the level of prothrombin in 
the blood of infants is normally low from about twelve 
hours after birth till the end of the fifth day, this period 
was recognised as that in which hemorrhagic disease of 
the newborn occurred. The discovery of vitamin K and 
of its action in raising the level of prothrombin in the 
blood suggested a means of treating this condition, and 
possibly of preventing it. Treatment of infants with 
hemorrhagic disease with vitamin K or its analogues has, 
however, never been-Treally satisfactory, and all authori- 
ties recommend blood-transfusion as well. <A possible 
way of preventing the disease was to give vitamin K to 
an infant immediately after delivery , or giving vitamin K 
to the mother some days before the labour would raise 
the infant’s prothrombin concentration above danger- 
point. Before hemorrhage is likely, the prothrombin 
concentration in the blood must be grossly reduced—to 
about 15% or below. 

It is now twelve years since these facts became known, 
but obstetricians and pediatricians are still doubtful of 
the value of the prophylactic administration of vitamin K, 
because the reported results have been conflicting. In 
19441 we concluded that, despite differing reports, a case 
had been made out for the prophylactic use of vitamin K 
and its analogues, especially since the vitamin is non-toxic 
in the doses recommended; and it seemed to be an 
advantage to have the infant’s prothrombin concentration 
above danger-levels throughout the first five days of life. 
Since then other reports have indicated that hemorrhages 
take place in infants even though the prothrombin 
concentration is normal. For instance, Falls and Jurow,? 
who observed the incidence of retinal hemorrhages in 
infants whose mothers had received prophylactic vita- 
min K, confirmed once again that this treatment does 
raise the infant’s prothrombin level, the figures being 
higher than those for infants of untreated mothers. 
Nevertheless, of 33 infants 8 had retinal hemorrhages, 
and they therefore concluded that there must be other 
causes of hemorrhage. This lack of complete correlation 
between hemorrhagic incidents in the first five days of 
life and the prothrombin level in the blood is now 
sufficiently well known to have reached the textbooks, 
but the other causes of hemorrhage have not been clearly 
defined. 

In this issue Dr. Hay and his colleagues in Liverpool 
record the results of a large-scale effort to answer this 
question of the prophylactic value of vitamin K. The 
report deals with no less than 4602 infants whose mothers 
had received prophylactic vitamin K, and a control 
1. Lancet, 1944, i, 506. 

2. Falls, H. F., Jurow, H. N. J. Amer. med. Ass. 1946, 131, 203. 


group of 12,136 infants whose mothers had had no 
treatment. In the first group 11 infants had hemorrhagic 
disease of the newborn, while in the second the affected 
infants numbered 23; the incidences were therefore 1 
in 418 in the prophylactically treated group, and 1 in 
527 in the control group. From these figures they conclude 
that prophylactic vitamin K has no effect on the incidence 
of hzemorrhagic disease. In the absence of blood studies, 
however, we do not know whether the prothrombin 
concentration in the 34 affected infants was below danger- 
level, and therefore whether prophylactic vitamin K 
had raised the prothrombin of the 11 infants of the first 
group; or whether vitamin K could have been expected 
to have had any effect on the actual hemorrhages in their 
cases. The Liverpool workers admit the difficulty of 
excluding other causes of hemorrhage, and the nature 
of their investigation obliged them to depend on the 
opinion of the pediatrician who saw the patient at the 
time of the bleeding that hemorrhagic disease was 
**the most likely diagnosis.’’ The result is that though the 
negative evidence is impressive it is not yet conclusive ; 
and so long as it seems possible that vitamin K 
may prevent some cases of hemorrhagic disease, we 


shall stick to our former opinion that it should be 
given. 


PSYCHOLOGICAL PROBLEMS OF MOTHERS 
AND CHILDREN 


For each of its round-table conferences the Josiah 
Macy Jr. Foundation, New York, brings together a 
team of authorities on some matter of topical interest. 
The Third Conference on Problems of Infancy and 
Childhood! dealt with three topics: (1) the anxieties 
of mothers as expressed to physicians ; (2) the psycho- 
logical situation of mother and child on return from the 
hospital ; and (3) the emotional reactions of children to 
tonsillectomy and adenoidectomy. 


It was agreed that mothers who ate given anticipatory . 


guidance and opportunities for discussion at the maternity 
hospital, before returning home, experience much less 
anxiety about their infants than do mothers who are not 
prepared in this way. Among mothers who received no 
such guidance the chief anxieties were found by several 
observers to concern crying, hunger, feeding problems, 
vomiting, failure to gain weight, constipation, noisy 
breathing, and a rash on the face. Complaints by mothers 
regarding illness in their infants were of three types : 
(1) connected with a real disorder, (2) determined by the 
contemporary outlook on matters affecting babies, and 


.(3) prompted by maternal psychopathology. The confer- 


ence agreed that the mother should know in advance the 


doctor who is to look after her baby ; and the relative 


discontinuity of medical care in urban communities was 
deprecated. 

Dr. Sibylle Escalona emphasised that the period 
immediately after returning home is crucial for the 
subsequent development of the mother-child relationship. 
In this period the mother and the whole family are 
especially open to suggestion ; and so this is a good time 
for trying to influence the new family situation created 
by the arrival of another member. The hospital practice 


of denying mother and baby the chance of becoming . 


intimately acquainted, from the day of birth, is inimical 
to secure mother-child relationship. The present trend, 
however, is towards ‘“‘rooming-in’’; and this also 
enables the mother to return home with greater know- 
ledge of baby management, and thus with greater 
confidence. 

Dr. Lucie Jessner and Dr. Samuel Kaplan described their 
observations on the emotional response of an unselected 
group of children to tonsillectomy. In children under 


1. ee of Infancy and Childhood: Transactions of the Third 


mference, March 7-8, 1949. Josiah Macy Jr. Foundation, 
New York. 
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the age of 4 years, separation from home was the principal 
cause of anxiety ; whereas in children aged 6-12 fear of 
anesthesia was prominent. The child’s reaction corre- 
sponded to the soundness of his personality structure. 
Furthermore, of 28 who adjusted themselves well to 
hospital conditions, only 1 had an unsatisfactory relation - 
ship with his parents ; whereas of 13 who did not adjust 
themselves, 10 had an unsatisfactory relationship. .It was 
concluded that in the well-adjusted child tonsillectomy 
is least likely to produce psychic trauma between the 
ages of 5 and 10 years, and operation should be post- 
poned if the child has suffered any recent traumatic 
experience. To overcome apprehension the child should 
be told in advance something of what to expect in 
hospital; this information should be given by some 
trusted person, usually the mother. With a 24-hour 
waiting-period in hospital before operation, most children 
over 4 years of age became somewhat acclimatised ; but 
younger children, who suffer more from separation, do 
not benefit from such a period. 


CONTROL OF BRUCELLOSIS 


Earty in 1950 the World Health and Food and 
Agriculture Organisations (W.H.O. and F.A.O.) were 
asked by their member-countries to produce a plan for 
combating brucellosis. Their immediate response was to 
select a panel of experts on the disease and designate 
12 centres in various countries which would stimulate 
research and training in field and laboratory methods. 
The report! of the panel’s first meeting in Washington 
makes encouraging reading because it squares up to a 
world-wide problem. In the United States, halving the 
number of cattle infected with brucella has saved 50 
million dollars annually, and eradication of the disease 
from Norway has cost less than a year’s toll among 
farm animals. Since brucellosis does not pass from man 
to man, the human infection can best be controlled by 
eradicating the disease from animals ; but for this accurate 
diagnosis and reporting are essential. The panel recom- 
mends that all governments should make brucellosis, 
whether in man or in animals, a reportable disease and 
it proposes a central pool of information on which all 
countries may draw. With probably at least 20% of 
British cows infected, we have a stake in this campaign ; 
and it deserves the widest support. 

As an earnest of its practical intentions the panel 

‘ includes in its report an excellent account of current 
knowledge of the disease, though it says little on the 
clinical side. Brucellosis in this country means infection 
with Brucella abortus ; but Br. melitensis has been isolated 
from cow’s milk in some areas and we cannot dismiss 
the possibility that this organism may become more 
widespread. The report deals with modes of transmission 
to man, including entry through the mucous membranes 
and the conjunctiva and airborne spread. Modern 
laboratory methods of diagnosis are described, as are the 
newer methods of treatment, though none of these have 
yet proved really satisfactory. The main burden of the 
report bears, as it should, on brucellosis in farm animals, 
on the methods of diagnosing such infections, and on 
the production and control of strain-19 vaccine which 
is widely used in cattle. The panel is well aware of the 
variations in the method and in the antigens now used 
for agglutination tests and in the techniques for culturing 
the organism. It offers to distribute stock cultures and 
sera, and these should help to improve laboratory 
standards of diagnosis. It also describes the new ring or 
A.R.B. test in which a stained antigen is added to whole 
milk and, if positive, the antigen collects on the fat 
globules to give a coloured cream line. This is a fairly 
sensitive test and should simplify field tests on infected 
herds. The detailed instructions for the control of 


1. Joint F.A.0./W.H.O. E 
the first session. Was! 


rt Panel on Brucellosis. 


Report of 
n, November, 1950. 


brucellosis in swine will.interest the agricultural and 
public-health authorities in countries where Br. suis 
infections are widespread. There are many distinguished 
names on this international panel of experts, and the 
report shows that they mean to get on with the job. 


CRITICS OF PSYCHO-ANALYSIS 


Freud’s teaching has now been widely, if thinly, 
spread over life in the United States, and perhaps the 
missionary spirit of some of its transatlantic exponents 
is the cause of some recent critical reactions by eminent 
thinkers on the Continent, where Freud came into fashion 
many years earlier. 

Gruhle! attacks the philosophical validity of psycho- 
analytic interpretations. 

“Freud says of the dream that it protects sleep. This 
is Freud’s interpretation of its objective purpose: the dreamer 
knows nothing of it. Freud refers to his own observation ; 
but wrongly for no observation can support his thesis. 
Freud also says the dream is wish-fulfilment, an interpretation 
of subjective purpose, again unknown to the dreamer. Freud 
tells him: You don’t know it, but I know. This Freud 
calls observation ; he calls observation his own experience of 
evidence.” 


Gruhle sees in psycho-analytic teaching only the enchant- 
ing play of magic, poetry, and myths, which places it 
outside science and scientific criticism. He warns us 
against drawing any conclusion from therapeutic results 
which may be equally achieved by all kinds of procedures 
and creeds, though the rational appeal in the cloak of 
science is probably the most effective mode .of faith- 
healing today. He insists that Jung, for instance, 
persuades his patient that his dream images are‘af deep 
significance and reveal eternal truths. When the patient 
has been converted to this belief, he thinks he has 
access to deep knowledge and secret meanings, and 
finds peace in this, his own religion. According to 
Gruhle, one has to see clearly the dividing line between 
the adept, who is stirred and may be deeply moved, 
and the sober scientist who can discover only misguided 
imagination. 
Karl Jaspers, now professor of philosophy in- Basle, 
was at one time a psychiatrist. His criticism? is dis- 
tinguished by its moral undertone. He cannot find any 
criterion of true or false in the boundless interpretations, 
distortions, oppositions, and over-interpretations of 
everything, used by psycho-analysts ; there is no standard 
of discernibility in the infinite flux of meanings they 
may find. To consider illness as guilt, as Freud sometimes 
does, and to extend this view more or less to all diseases 
is, in Jasper’s opinion, a wholly unmedical attitude. 
It leads to an inhuman philosophy contrary to the 
physieian’s ethics. Jaspers sees in some analytical 
writings a destructive fanatical tendency to use thera- 
peutic methods in order to gain power over human souls. 
His strongest protest, however, is directed against the 
growing orthodoxy and intolerance of analytical societies 
and schools. A successful teaching analysis as the 
condition of full membership and of registration as an 
analyst becomes more and more a sacrifice of personal 
freedom in. thinking, comparable with the monastic 
exercises of the Jesuits, or the practices of the Yogi. 
Jaspers has great doubts whether it is compatible with 
the freedom of a university in Western civilisation that 
the psycho-analytical institute of the university should 
ask its students to undergo a teaching analysis which is 
only declared successful if the candidate accepts the 
faith. His principal contention is similar to Gruhle’s 
—that psycho-analysis, using pseudoscientific terms, 
claims to solve problems in human existence that science 
cannot solve without weakening its foundations and 
abandoning part of its freedom. 


1. Gruhle, H. W. Studium Generale, 1950, 3, 369. 
2. Jaspers, K. Nervenarzt, 1950, 21, 465. 
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BURNS 
A REVIEW OF THEIR MANAGEMENT 


Patrick CLARKSON 
M.B.E., M.B. Lond., F.R.C.S. 
CASUALTY SURGEON, GuUY’s HOSPITAL, LONDON 


In the past the treatment of burns has not always 
reflected credit on the medical profession ; for the issues 
have too often been debated with emotion rather than 
detached judgment. True, mortality and morbidity 
have steadily fallen in the past thirty years; but even 
quite lately the profession has sponsored the local 
application of tannic acid despite its very harmful 
effects, and probably many patients have died needlessly 
because of excessive and protracted administration of 
fluid intravenously. 

The urgent topicality with which modern weapons 
have invested the-subject of burns is illustrated by the 
symposium held last year in Washington,! by the meeting 
on Feb. 9 of the United Services’ section of the Royal 
Society of Medicine, and by a number of publications— 
notably one by Colebrook.? 


THE PROBLEMS OUTLINED 

An extensive deep burn has a natural clinical course 
in three overlapping phases. .The primary phase 
of shock and counter-shock lasts up to ten days and 
results in either exhaustion or survival. It may be 
followed by the second, or healing, phase, which is of 
indefinite length depending on the depth, size, site, and 
treatment of the raw areas; this phase, in which dead 
tissues separate and the raw areas are re-surfaced, is 
often characterised by profound metabolic disturbances 
and anemia. When re-surfacing is complete there 
follows the third phase, in which attention turns to 
rehabilitation or to reconstructive surgery. 

In the primary phase the objects of treatment are, 
briefly, to preserve life by maintaining the circulation, 
and to prevent infection. Maintenance of the circulation 
involves: (1) restoring water, electrolyte, and colloid 
balance by administering fluids; and (2) attempting 
to control the humoral factors in this mechanism by 
dialysis or by administering hormones, such as the adreno- 
corticotropic hormone (A.C.T.H.). The prevention of 
infection is chiefly a matter of local primary care. If 
this is adequate, superficial burns heal without residual 
disability by the second or third week ; and the deeper 
burns are then ready for surgical treatment in the healing 
phase. In this phase treatment consists in removing 
dead tissues and re-surfacing the raw areas by healing 
techniques, combined with measures to correct the 
metabolic disorders and anemia. 

Today the possibility of war-time atomic explosions 
and of burns from jellied petrol or from flame-throwers 
poses additional problems. These include: the effects 
of simultaneous exposure to ionising and thermal radia- 
tions ; the effects on the lung of inhaling hot air or steam ; 
the effects on heart and brain of acute hyperthermia ; 
the effect on mortality of impaired renal function ; 
and the relation of depth of burn to early mortality, 
particularly where there is heat coagulation of muscle. 
With regard to these war-time risks, the need is, not 
to discover the ideal treatment, but to decide what is 
practicable. In other words, what can best be planned 
for mass casualties ? 


FLUID, ELECTROLYTE, AND COLLOID BALANCE 
The question of fluid, electrolyte, and colloid balance 
in the primary phase has been reinvestigated by isotope 


1. See Lancet, 1950, ii, 635. 
A 


2. Colebrook, L. New Approach to the Treatment of Burns 
and Sealds. London, 1950. 
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techniques. The need for careful control is emphasised 
by Cope, Moore, Pennell, and others,! who sharply 
restrict the amount of fluids administered intravenously 
once the local capillary permeability has returned 
to normal and diuresis has started—which is usually 
about the end of the second day. 

The main therapeutic index is still the percentage of 
body-surface burned—i.e., replacement therapy is based 
on the calculated extravascular loss of the fluid, salt, and 
colloid constituents of the blood. A formula commonly 
used for this purpose is 1-3 ml. of fluid per 1% body- 
surface burned per kg. body-weight on the first day ; 
and 1-2 ml. per 1% per kg. on the second day. Probably, 
however, an empirical scale, decided rather by the 
response of the blood-pressure and the urinary output, 
provides better for the individual patient’s needs. 
Whichever method is followed, the amount administered 
to adults should rarely exceed 3000 ml. each of colloid 
and electrolyte solutions intravenously, plus 2000 ml. 
of water by mouth, during each of the first two days ; 
commonly more is given in the first twenty-four hours, 
when the need is more urgent, than in the second. When 
oliguria is replaced by diuresis, restriction of fluids. 
is very necessary; to avert the risk of fatal pulmonary 
edema. The optimum electrolyte solution varies in 
different patients, and sometimes from time to time in 
the same patient. Under ideal conditions repeated estima- 
tions of the blood content of sodium, potassium, and 
chloride should be done if the risk of serious electrolyte 
depletion or intoxication is to be avoided. 

The colloid fluids of choice are blood and plasma. 
Cope! has, however, reminded us that these have a 
higher protein content than has blister fluid, and there- 
fore they may not be ideal. Blood-transfusions in the 
first forty-eight hours seem to delay and reduce the 
anemia of the healing phase. In planning for mass 
casualties plasma substitutes have an important place ; 
and the substitutes that have been most widely investi- 
gated are gelatin, globin, and dextran. Both Ravdin 
and Everett Evans! report favourably on gelatin ; 
they used the Knox P20 preparation—a _ relatively 
homogeneous molecular solution of a degraded ossein 
gelatin, Strumia! points to the value of globin, which 
affords the only means of salvaging red blood-cells in 
stale stored blood. Both gelatin and globin are protein 
substitutes for a protein loss, and are at least partly 
metabolised by the body. Dextran, on the other hand, 
is a polysaccharide ; but there is a good deal of evidence 
of its effectiveness as a short-term plasma substitute 
(Bull and Thorsen'), It dilutes the plasma-protein, 
affects the blood-sedimentation rate, gives rise to occa- 
sional reactions, and by causing rouleaux formation makes 
blood-grouping difficult. Its fate in the body is not fully 
understood ; it is stillexpensive. We need to know more 
about its polymer chemistry and its metabolism before 
pressing for its general adoption as a plasma substitute. 

The value of dialysis by the artificial kidney in the 
oliguric phase of patients with impaired renal function 
has been investigated by Thorn and Moore, who have 
shown that in the primary phase this procedure may 
remove from the circulation depressor substances secreted 
by the liver as well as excess water and electrolytes. 

Of the other humoral factors concerned in this aspect 
of the primary phase, the most important is A.C.T.H. 
This seems to block the body’s reaction to injury. Its 
possible effects, in addition to an anti-hyaluronidase 
action, which limits early capillary permeability, include 
reduction of histamine synthesis and suppression of the 
early constitutional reactions, such as pyrexia, tachy- 
cardia, and malaise. Even with burns of 40-60% of 
the body-surface, administration of this hormone may 
permit ambulation and full sleep, with appetite for food, 
from the first day; and its gluconeogenic action helps to 
protect liver proteins. Later, during the healing phase, 


THE LANCET] 


BURNS 


{FEB. 24, 1951 461 


A.C.T.H. can also prevent the formation of a pyogenic 
membrane and scar tissue; and apparently it can do 
this even when given in a dosage below that which would 
inhibit all healing. There is also a possibility that its 
lymphocytolytic action may so modify antigen-antibody 
reactions as to prolong survival of homografts. The daily 
dosage of the hormone (120 mg.) in cases of severe burns 
was hoped to be not so large, or so long continued, as to 
cause side-effects. But Converse* reports adverse effects 
on withdrawal of the hormone, and Moore‘ says that 
A.C.T.H. is not a panacea in burns. By decreasing 
capillary permeability a.c.t.H. may also have a réle in 
controlling the hemorrhages of severe radiation sickness. 


PRIMARY LOCAL TREATMENT 


Under civilian conditions local treatment in the 
primary phase is not of major importance, provided that 
the method used is clean and reversible (tanning is 
irreversible). The concept of the burned area as a 
parasite whose removal terminates the disease lends 
attraction to the idea of primary excision. This is in fact 
the method of choice with localised deep contact burns 
such as those which may befall unconscious patients. 

With more diffuse burns the chief difficulties about 
primary excision are: (1) the unreliability of early 
diagnosis of full-thickness skin loss; and, even more, 
(2) the hazard to life and to the success of primary grafts, 
from applying this method to a burned surface of any 
extent (10% or more of full-thickness skin loss) while 
the subcutaneous tissues are still firmly attached and 
intensely inflamed and hyperemic. At operation hemor- 
rhage may be profuse ; and the risk is particularly great 
for the young and for the aged. 

In addition to A.c.t.H. two methods are known to 
limit extravasation of fluid at the site of the burn, 
thus helping to limit the constitutional reaction. These 
methods are: (1) cooling and (2) pressure; and local 
cooling is generally impracticable. Local pressure 
has been extensively employed in America. This 
method is time-consuming and expensive in material, 
and except with small burns it does not prevent local 
fluid accumulation. Applied to the neck the method is 
associated with irreducible hazards to life; and applied 
about the elbow or knee, peroneal or ulnar palsy may 
ensue. 

The main objective of local treatment is to keep the 
surface sterile and dry. Physical protection by covering 
the burned area is essential for some patients—those 
who are being evacuated or who are not admitted to 
hospital, and Service casualties who must for a time 
remain in action. Treatment would be greatly simplified 
by composite dressings with an intimate layer of an 
atraumatic fine gauze mesh supported by packed cellulose, 
whose outer layers were rendered water-repellent by 
impregnation with silica; these dressings should be 
prefabricated into shapes and sizes to fit special parts 
(such as the hand or trunk) with tapes attached for secure, 
but not tight, fixation. What is wanted is an inexpensive 
dressing thick enough to give some physical protection 
but not too thick for easy storage ; it should be vapour- 
permeable, but fluid-impermeable. The ‘ Nylon ’-deriva- 
tive dressing, which has been tried extensively does not 
seem to be sufliciently permeable to water vapour to 
prevent maceration when it is applied over a fluid- 
producing lesion. An ideal dressing should make it 
possible to combine the first-aid and the definitive local 
primary treatment of all burns. 

It is not necessary to cover the burned skin to obtain 
local dryness and sterility. Indeed there is much evidence 
that for hospital patients simple exposure of the area is 
the best, as well as the cheapest, means of obtaining these 
conditions and so limiting the complications of infection 


3. Converse, J. Personal communication, 1951. 
4. Moore, F. Personal commnnication, 1951. 


(secondary skin loss and constitutional reactions). 
DeVirginia Blocker has réminded us that the exposure 
method was once widely practised in America ; Copeland 5 
first described its use in 1887, and Halder Sneve ® under- 
lined its practical advantages in 1905. Ten years later 
Haas 7 remarked: exposure ‘‘is an ancient method... 
quite ancient enough to be new.’ We owe it to 
A. B. Wallace, of Edinburgh, that this method has been 
reinvestigated and its full value established. This is 
possibly the best of all local primary treatment for burns 
of the perineum and face in children, and of the face 
in adults—that is, in sites where soiling of dressings is 
difficult to avoid. 

Exposure is always a hospital procedure ; it should be 
combined with early immobilisation of the part in the 
position of function, since cracks in the coagulum 
may lead to infection. The burn can be exposed at 
any stage to ward atmosphere. Circumferential trunk 
burns are unsuitable for exposure unless the patients 
are ambulatory, because body pressure or friction of 
sheets on the coagulum may lead to infection. With 
exposure there forms a flexible coagulum; this is 
apparently free of the tourniquet dangers of tanning, 
but it is slow to separate. Superficial burns treated by 
exposure are a week to ten days slower in healing than 
similar burns treated with tulle gras; and often it takes 
longer to ascertain the depth of the burn when the area 
is dry. 

,What local treatment should be given in addition to 
exposure or absorptive dressings is debatable. Most 
workers agree with Pulaski that lavage with a detergent 
is desirable. Truman Blocker in Texas, however, often 
leaves the burned surface exposed without preliminary 
toilet ; and the incidence of early infection in his Gases is 
certainly very low. Penicillin cream has the disadvan- 
tages that an increasing proportion of patients are 
sensitive toit; its activity does not continue long enough 
to give security from infection of the sterilised burned 
surface from deeper layers of skin or from marginal 
areas, during the week or more that the first dressing 
should be left undisturbed ; and its semi-fluid composition 
encourages maceration. Pulaski § has shown that penicillin 
carbonate by mouth provides adequate blood-penicillin 
levels for most patients; and it seems that this will more 
certainly sterilise the deeper layers of a burn than will 
topical penicillin. 

The risk of tetanus in burns was mentioned by 
Dupuytren over a hundred years ago, but has since 
often been overlooked. Altemeier! recently reported 
an incidence of contamination by tetanus organisins of 
3% in routine smears from primary burns. Anti- 
tetanus serum should certainly be given in all cases, 
and the advisability of active immunisation of the whole 
population should be seriously considered. 


TREATMENT IN THE HEALING PHASE 

It is on the surgical programme in the healing 
phase, and only rarely on faults in local primary 
care, that the prognosis in deep burns . depends 
after the second week. The negative nitrogen and 
electrolyte balances, the disturbances of endocrine 
function, and the profound and resistant anemia seen 
in the healing phase are all chiefly caused by the 
presence of dead tissue, or from the later persistence of 
_granulations uncovered by skin. I have suggested that 
primary excision of burns should not be practised 
routinely ; but equally in the healing phase the removal 
of sloughs and the provision of a fresh skin surface 
should not be unduly delayed. The vegetable collagenase 
described by Altemeier holds great promise; but this and 
other enzymic debridement agents are still at the 


5. Copeland, W. P. Med. Rec. May, 1887. 

6. Sneve, H. J. Amer. med. Ass. 1905, 45,1. 

7. Haas, S. V. Amer. J. Surg. 1915. 29, 61. 

8. Pulaski, E. J. Personal communication. 1950. 
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experimental stage. With most deep burns in adults 
the dead tissue has to be excised by knife and scissors 
(when possible under a tourniquet). This should be done 
in the second, or early in the third, week. At this stage 
the raw area so exposed is very receptive to a free graft 
cover, which is best applied at the operation for slough 
removal; but if oozing is excessive, or the area large, it 
may be delayed two to four days. With refrigeration 
of skin grafts * these procedures can easily be staged : 
the skin may be applied later without anesthetic. The 
electric dermatome has greatly simplified the problem of 
cutting grafts and has made it more often possible to 
provide cover with continuous sheets of split skin grafts 
rather than with discontinuous patches. The surgical 
programme for deep burns should be arranged so that 
the raw area substantially healed within a month 
of the burn. Some very extensively burnt patients, and 
the very young and very old, have to be handled at a 
slower pace; but rarely is there any good reason for 


deferring slough excision and completion of the primary 
skin-graft cover beyond eight to twelve weeks, however 
extensive the burn. 

The management of cases admitted with granulations 
already present has become more radical.* 1° It is neither 
necessary nor desirable to continue dressings and cultures 
in order to obtain the ideal of bacterial sterility before 
surgery ; for then, apart from the expense in materials 
and in labour, the graft is deposited on a fibrous base 
thicker than it need, or should, be for stability. In 
the last seven years surgeons, with the combined benefits 
of antibiotics and of blood for replacement therapy, 
have tended increasingly to excise forthwith the whole 
granulating area down to unaffected deep tissues, thus 
providing a soft clean base for immediate cover by 
graft or flap.® 1° 


9. Matthews, D. N. Lancet, 1945, i, 775. 
10. 5 pee P., Lawrie, R. S. Brit. J. Surg. 1946, 33, 


Points of View 
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Joun W. Topp 
M.D. Lond., M.R.C.P. 
CONSULTANT PHYSICIAN, FARNHAM HOSPITAL, SURREY 


Or late years a steadily increasing proportion of 
young doctors have become specialists rather than general 
practitioners or, in the old sense of the term, consultants. 
The number of recognised specialties has also greatly 
increased. In the last century there were merely 
physicians, surgeons, ophthalmologists, ear, nose, and 
throat surgeons, dermatologists, obstetricians, alienists, 
and perhaps a few others. There are now in addition 
radiologists, radiotherapists, orthopedic surgeons, neuro- 
surgeons, thoracic surgeons, faciomaxillary surgeons, 
neurologists, cardiologists, endocrinologists, gastro- 
enterologists, psycho-analysts, venereologists, anss- 
thetists, physiotherapists, and many more. The patient 
who attends hospital may be seen not by one doctor 
but by a whole series of specialists, each of whom 
provides a report about the state of the particular region 
in whose study he is an expert. It has even been 
suggested, especially in America, that general practice 
as it is now known is obsolescent and that a system of 
“group practice,’ each member of the group being a 
specialist, should take its place. The patient would 
then have not his own doctor but his own group, the 
appropriate member of which would be summoned, 
according to the nature of the symptoms. 

With these changes specialism has acquired a 
heightened prestige. The name specialist possesses a 
glamour which appeals alike to the young doctor and to 
the layman. Probably few medical students now begin 
their studies intending to go into general practice, and 
they are apt to develop a contempt for the unfortunate 
G.P., whose errors may be pointed out so disparagingly 
by clever young registrars and housemen (though perhaps 
with the admission that he should be more pitied than 
condemned, lacking as he does X rays and other facilities 
necessary to modern scientific medicine). After qualifica- 
tion, only those who fail, through lack of brains, luck, 
money, or influence, to become specialists regretfully 
fall back on to general practice. The knowledgeable 
layman, who reads of the elaborate new machines needed 
for diagnosis, may concede that his old G.p. is well able 
to deal with a cold in the head or a bout of indigestion, 
but will insist that for a serious complaint a specialist 
is clearly necessary. ‘‘ After all,” it may be said in 
excuse for the G.P.’s failings, ‘‘ he can’t be expected to 
know as much about the heart as the heart specialist 
who has spent half his life in a close study of the dis- 


orders of that organ.’’ A recent radio serial (The 
Malindens) contains a poignant scene in which an old 
man on his death-bed sadly tells his daughter that his 
life has been a failure, because he aspired to be a surgeon 
but only became a general practitioner. 

In Britain, according to many observers, the new 
National Health Service has accentuated the decline of 
general practice and the advance of specialism, by making 
the lives of G.P.’s even more harassing, while providing 
a large and certain income for young specialists with 
hospital appointments as consultants. 


The Specialist and Diagnosis 


The immediate object of diagnosis is, as a rule, to 
explain the patient’s symptoms. Now, the symptoms 
can never be wholly explained by a single organic cause ; 
the state of mind must also be taken into consideration. 
The degree of pain felt by an injured man does not 
depend on the nature of his injury alone. If he is of 
sensitive temperament he may suffer great pain; if 
he is phlegmatic and unimaginative his pain may be 
slight. When diagnosing the acutely sick it may never- 
theless be correct to leave psychological considerations 
out of account. For example, it is of small moment from 
the diagnostic (though perhaps not from the thera- 
peutic) standpoint that a man’s highly sensitive tempera- 
ment causes him to describe the pain of a whitlow as 
overwhelmingly severe. But the symptoms of many 
of those with chronic organic lesions should be ascribed 
far less to the lesion itself than to the state of mind ; 
to ignore the latter is a grave mistake. Moreover, 
symptomless organic disorders are commonly associated 
with symptoms whose origin is wholly to be sought in 
the mind. In diagnosing the chronically sick, there- 
fore, the following four questions may each need to be 
answered : 

1. Is a significant organic lesion present ? 

2. If such a lesion is present, are the symptoms at all due 
to it? 

3. If the answer to question 2 is Yes, to what extent should 
the symptoms be ascribed to the lesion and to what extent 
to the state of mind ? 

4. What is the exact nature of the lesion ? 


In the study of the acutely sick only the fourth question 
is usually relevant. 


DIAGNOSIS IN THE NARROW SENSE 


The process of reaching diagnoses in the narrow 
sense of discovering the nature of the lesion presents 
greatly differing problems. In some cases a complete 
and satisfactory diagnosis can easily be reached; in 
others nothing better than a descriptive label can ever 
be given. It is therefore very difficult to generalise 
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about the need for specialists in reaching diagnoses ; 
but pérhaps the best way of judging their value is to 
consider certain notoriously difficult diagnostic situa- 
tions which nevertheless can yield some sort of definite 
solution. 

Any middle-aged or old person with a chest illness 
which does not rapidly cléar up must be considered a 
cancer suspect. But to determine whether or not he 
has eancer may be very hard. The plain chest X-ray 
film may merely reveal an indeterminate shadow, and 
the sputum examination a mixed growth of common 
organisms and no malignant cells; the lesion may be 
out of reach of the bronchoscope, and the bronchogram 
findings may be equivocal. One may therefore ask 
whether a physician who spent all his time in dealing 
with patients affected by chest diseases would be more 
likely to reach the right diagnosis than the general 
physician. It seems highly doubtful whether he would 
be appreciably more successful. And since precise 
diagnosis is here impossible, the correct attitude to adopt 
is either to recommend exploration of the chest or to 
admit doubt until unequivocal evidence pointing to 
cancer or benign inflammatory disease develops. It is 
equally doubtful whether the chest physician would be 
superior to the general physician in deciding whether to 
refer the case to a thoracic surgeon (in whose hands the 
final decision as to chest exploration must rest) or to 
await developments. . 


A similar situation is provided by many subjects with 
acute intra-abdominal disease. No-one can be sure of 
the diagnosis, and the best that can be said of the 
specialist surgeon by comparison with the sound general 
practitioner is that his guess will turn out correct more 
frequently. Here the important practical questions to 
be asked are not the finer points of diagnosis but: 
should a laparotomy be done? and, if it should, where 
should the incision be made? It is doubtful whether the 
specialist would give markedly superior answers to these 
questions. Indeed, it is extremely difficult to say in 
retrospect, when the patient is either dead or better, 
what was the correct answer to the first question ; 
for the laparotomy which did not help the patient may 
still have been a wise precaution, and the failure to 
operate which was not followed by the patient’s death 
may still have been an unjustifiable risk. 


One may next ask how the specialist and the general 
physician compare in their ability to label obscure 
syndromes which cannot usually be given confident 
etiological diagnoses. The case of “‘ brachial neuralgia ”’ 
may be taken here. Subjects so affected may be labelled 
very differently by different physicians, while fashions 
in diagnosis have come and gone in recent years and have 
included ‘‘ true neuritis,’’ vitamin-B, deficiency, cervical 
rib, septic tooth sockets, and prolapsed cervical inter- 
vertebral disc. In the light of existing knowledge, 
probably the soundest attitude towards at least many 
eases of ‘‘ brachial neuralgia’’ is to admit that beyond 
this label no diagnosis can be made. The general 
physician will be more likely to adopt this modest view 
than the physical-medicine specialist or even, perhaps, 
the neurologist. 

The field of rarities provides examples in which several 
doctors may be quite in the dark, while another con- 
fidently, and correctly, makes a diagnosis on purely 
clinical grounds. In these circumstances the supremely 
important aid to diagnosis is previous personal experience 
of the particular syndrome in question. Here the 
specialist will as a rule have a clear advantage over the 
general physician, unless the syndrome is some general 
disturbance claimed by no specialty. But such circum- 
stances are very rare. They seem much commoner 
than they are because they provide opportunities for 
startling diagnostic tours-de-foree which may be remem- 


bered and admired in medical schools for many years. 
The story is sometimes heard of a great clinical giant, 
long since dead, who entered a ward, looked fixedly at 
a sick man, felt his pulse and studied his tongue, made 
a few dramatic gestures, and then boldly announced 
to his astonished clerks that the diagnosis was 
X’s syndrome—a diagnosis triumphantly verified 
post mortem. 


The specialist may be in a much more favourable 
position than the general physician when the practice 
of his specialty involves a knowledge of some difficult 
technique. In the case of ‘‘? simple ulcer, ? carcinoma 
of the stomach ’’ which is being studied clinically and 
radiologically, the gastro-enterologist would probably 
not guess right any more often than the general physician. 
But if the former is an expert gastroscopist he may 
sometimes be able to reach a confident diagnosis. 
Similarly, when studying conditions of the large bowel, 
the expert with the sigmoidoscope will give a better 
opinion than the physician who has rarely used that 
instrument. Nevertheless, leaving’ aside ear, nose, and 
throat, eye, neurosurgical, and perhaps genito-urinary 
specialists, such special techniques carried out by the 
clinician himself do not, as a rule, play a very important 
part in reaching diagnoses. In so far as special studies 
are required, X rays, blood-counts, microscopical and 
cultural examinations of the urine, determination of 
blood-chemistry figures, and others not normally under- 
taken by clinicians are generally far more important. 
Admittedly, the clinieian should study X-ray films 
himself, and not merely accept the radiologist’s opinion. 
This ‘conclusion is especially true of chest radio hs ; 
and here the chest specialist may be a little more 
accurate than the general physician in the doubtful 
case. In respect of the other tests mentioned, the 


. clinician merely has to interpret figures ; and that feat 


should almost always be performed as accurately by the 
non-specialist as by the specialist. 

In the narrow diagnostic field of determining the 
nature of the lesion, the specialist, then, is as a rule 
markédly superior to the general physician only when 
the mastery of some special technique is necessary. 


DIAGNOSIS IN THE BROAD SENSE 


It was said above that, whereas in the diagnosis of the 
acutely sick the only relevant question is as a rule 
‘* what is the exact nature of the lesion ?’’ in diagnosing 
the chronically sick it may also be necessary~to ask 
one or more of the following three questions : 

1. Is a significant organic lesion present ? 

2. If such a lesion is present, are the symptoms at all due 
to it? 

3. If the answer to question 2 is Yes, to what extent should 
the symptoms be ascribed to the lesion and to what extent 
to the state of mind ? 


Errors in answering all these questions. are extremely 
common. Patients who are in fact free of organic dis- 
order may be given such labels as strained heart, myo- 
carditis, intestinal auto-intoxication, and early hyper- 
thyroidism. The symptoms are often ascribed wrongly 
to astigmatism, retroverted uterus, deflected nasal 
septum, visceroptosis, gastritis, hypertension, and 
innumerable other conditions. It is widely assumed 
that all the symptoms have an organic basis whereas 
in fact they are largely of psychological origin. This 
mistake is typically made in the case of those with 
well-compensated heart lesions. 


Such wholly wrong diagnoses as strained heart and 
myocarditis are perhaps usually made by general practi- 
tioners. But the wrong ascription of symptoms to 
astigmatism and other similar disorders is particularly 
a specialist’s mistake. The general physician faced with 
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a patient complaining of a feeling of, pressure on top 
of the head would probably conclude that no organic 
diagnosis could be made. But if the patient chanced 
to have half a dioptre of astigmatism in one eye, or an 
opaque antrum in the radiograph, an ophthalmologist 
or otorhinolaryngologist might easily reach the erroneous 
conclusions that these conditions were the cause of 
the headache. Similarly, few but gynecologists would 
deduce that chronic low backache was due to a retro- 
verted uterus, and few but gastro-enterologists who 
possessed gastroscopes would attribute vague dyspepsia 
to chronic hypertrophic gastritis. The third and more 
subtle error of ascribing symptoms wholly to organic 
disease when in fact they are partly or largely of psycho- 
logical origin is also characteristically made by the 
specialist. The cardiologist, for instance, with his 
attention fixed on the murmurs, the blood-pressure read- 
ings, the pulse, the radiological appearances of the heart, 
and the fascinating defects in the electrocardiogram, 
may assume that a patient’s dyspnoea and palpitation 
are wholly due to rheumatic heart-disease when in fact 
they are predominantly emotional. 


Errors such as these are often not recognised ; and a 
doctor may perpetrate them over and over again in the 
course of years and never realise that he has made a 
mistake. The essential reason for making them is the 
widespread inability to see the whole patient in proper 
perspective ; for too many doctors, and particularly 
specialists, are only aware of a conglomeration of organs 
facing them across the consulting-room table. It is 
sometimes said of a man who has been appointed to a 
hospital as a general physician that “‘ he isn’t interested 
in stomachs, chests, and nerves, but only in hearts and 
kidneys.’’* These words are a grave indictment, for they 
imply that he cannot be interested in people, but only 
in certain bits of their bodies. 


The Specialist and Treatment 
SURGERY 


The ordinary practitioner cannot master every detail 
of surgical technique. Even the whole-time stirgeon 
cannot become proficient in the performance of every 
operation in every region of the body. The fact that a 
surgeon is exceedingly skilful in doing a prostatectomy 
provides no evidence that he can efficiently excise a 
pituitary tumour. And the simplest operations may 
be carried out very badly by experts in some branch of 
major surgery. The master of gastrectomy may admit 
that when a patient requires an intravenous saline 
infusion, his house-surgeon can give it better than he 
can himself. 


In surgery, therefore, specialisation is desirable— 
even the ultraspecialisation which has been so often 
condemned in recent years. The general surgeon who 
is willing to tackle everything—and even more the 
general practitioner who is willing to do the same— 
are rightly obsolescent figures. If further difficult 
surgical techniques are elaborated in the future, surgical 
specialisation of a degree even greater than that usual 
now may become justified. 


But in that part of surgery which is at least as important 
as the actual technical procedure—i.e., the selection of 
cases for operation and the selection of the appropriate 
operation for the particular case—the situation is very 
different. The fact that a surgeon can brilliantly per- 
form a gastrectomy is no reason for supposing that he 
will select the cases most suitable for this operation. 
And of the factors which should determine whether 
an operation is indicated, a study of the diseased region 
(in which the specialist may be most proficient) is often 
not the most important. For example, in deciding 
whether herniorrhaphy should be done, the patient’s 
age, build, and occupation, whether he has a cough, 


and his personal wishes may all rightly be taken into 
consideration, in addition to the local condition. Some- 
times a most important factor in determining the need 
for surgery is the patient’s state of mind. This may 
be so in the case of torn internal cartilage of the knee ; 
for the subject of sound personality who strives to 
recover, perseveres with his exercises, and ignores his 
pain makes far better progress than the weak-willed 
dullard with a similarly damaged knee who is satisfied 
to remain a semi-invalid. 


In the ability to see all these factors in the right 
perspective, the specialist surgeon, so far from being 
superior, may be much inferior to the non-specialist. 
The very fact that he is an expert on some small region 
of the body tends to make him reach his conclusions 
from a study of this region alone. There is, moreover, 
a natural tendency to exaggerate the importance of 
operations in one’s own territory. 


An important reason why operations are wrongly done 
lies in the error previously discussed of making wrong 
diagnoses in the broad sense of improperly relating some 
lesion to the symptoms. The otorhinolaryngologist 
may be right in saying that an antrum is infected, but 
is wrong in performing antrostomy, when the infection 
is not the cause of the headache of which the patient 
complains. Or the neurovascular surgeon may do an 
extensive sympathectomy on a patient whom he rightly 
deems to have hypertension. The blood-pressure con- 
sequently falls, but the patient is no better, because 
his symptoms were not caused by the hypertension. 
This sort of error is particularly made by the specialist. 


MEDICINE 


Considerations such as these have no relevance. to 
the physician, except in so far as he performs such surgical 
procedures as inducing artificial pneumothoraces. Giving 
his remedies—drugs, régimes, diets, and psychotherapy— 
involves no technical skill. Moreover, provided the 
diagnosis is correct, any newly qualified house-physician 
can prescribe the drugs specific against infections just 
as well as can the highly experienced specialist ; and 
such drugs provide the most striking triumphs of therapy. 
Yet one encounters the notion that the treatment of 
those sick of certain conditions is difficult because of its 
complexity, and therefore that the specialist may 
succeed better than the general physician. One such 
condition is diabetes mellitus. 


One diabetician will admit the newly diagnosed case 
of severe diabetes to a ward staffed by sisters and 
dietitians with long experience of looking after diabetics, 
for the purpose of “ stabilisation.’’ A dietary prescrip- 
tion containing the exact quantities of carbohydrate, 
fat, and protein is written ; and afterwards at each meal 
a neat tray arrives from the diet kitchen on which are 
several aluminium dishes each containing the appro- 
priate amount of some basic foodstuff. Should the 
patient ask for more, his plea will be refused. The 
insulin dosage will then be raised until the state of 
** stabilisation ’’’ has been achieved, as proved by the 
absence of sugar from all or nearly all the urine specimens. 
On being discharged the patient will be provided with 
a scale, on which all his food except perhaps green 
vegetables and fruit has to be weighed, and a long diet- 
sheet giving details of the quantities of each foodstuff 
he should eat at each meal. He is naturally profoundly 
depressed ‘at the prospect before him. Subsequently 
he attends the clinic and has to be ‘“‘ re-stabilised ’’ 
as he develops frequent hypoglycemic attacks. But 
another diabetician will utterly condemn a scheme of 
the kind just described. He will keep such a patient 
out of hospital altogether (unless he is ketotic) and tell 
him to continue to eat his normal diet while increasing 
his insulin until his symptoms have gone. 
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Similar considerations apply to other conditions whose 
treatment is apparently complicated, such as peptic 
ulcer, congestive heart-failure, and rheumatoid arthritis. 
One gastro-enterologist will treat a peptic-ulcer patient 
with prolonged rest in bed, no smoking, two-hourly feeds 
of citrated milk and no other food, olive oil, belladonna, 
and mag. carb. co. thrice daily; another will treat 
an identical case with a diet from which little is 
forbidden but which is taken at frequent intervals, 
will give no olive oil or belladonna, will allow smoking, 
and will encourage the patient to remain up and about. 
One physical-medicine specialist will order a victim of 
rheumatoid arthritis to bed for’weeks and give him in 
turn short-wave diathermy, massage, wax baths, and 
gold injections; another who practises in a spa_ will 
keep a similar patient out of bed throughout and give 
him warm baths, the appropriate saline drinks, and 
vaccines derived from organisms in the stools, and will 
eradicate his septic foci. Indeed, in respect of diet, 
régime, and other general forms of treatment, the greatest 
experts notoriously disagree with each other at any 
one time, while the experts of today disagree even 
more violently with the teachings of the experts of 
yesterday. 


It seems absurd to pretend, therefore, that because 
@ man is a specialist in some disease, his opinion as to the 
value of one of these general remedies for this disease is 
superior to that of the general physician. The one form 
of medical treatment on whose merits there is wide- 
spread agreement among all the experts is specific drugs ; 
and it could not be pretended that a specialist is necessary 
to order them. 


Elsewhere! I advanced the view that most patients 
should be given simple psychotherapy, in the shape 
of an explanation of their symptoms, reassurance, and 
encouragement. Clearly such psychotherapy does not 
require the services of a specialist in some bodily region ; 
and still less need a psychiatrist: be called in to reassure 
a patient who has a fear of cancer or other similar worry. 
But psychotherapy of this kind is commonly omitted ;~ 
and if it is given, it may consist in nothing more than 
a brusque statement to the effect that nothing serious 
has been found, the physician making no attempt either 
to discover whether the patient has some particular 
worry which can be eased or to tell him why he has his 
symptoms. The specialist, so often wrapped up in the 
minutie of the system to which he devotes his life, is 
more apt to fail here than is the general physician. 
For example, the cardiologist, faced with the patient 
who complains of palpitation, weakness, giddiness, 
and the usual emotional symptoms, may correctly say 
that the heart is organically normal; but he may 
easily fail to discover that the patient’s father died a 
sudden cardiac death at the age the patient has now 
attained, and he may fail to explain that such symptoms 
are merely the manifestations of a nervous temperament. 
In consequence the patient may be unconvinced that 
his heart is normal and continue to fear that he will 
share his father’s fate. It has already been noted that 
the specialist is particularly liable to ascribe all the 
symptoms to some organic lesion affecting his own system, 
when in fact they are largely of psychological origin. 
In so far as he does this, so will he omit the psychotherapy 
which can often minimise the disability of those with 
organic diseases. 


The Specialist and Research 


Specialism is sometimes defended on the ground that 
without it progress in medicine could hardly occur. 
The doctor who only sees an occasional example of some 
disease can rarely reach useful conclusions about its 
etiology, pathology, natural history, and treatment. 


1. Todd, J. W. Rational Medicine. Bristol, 1949. 


Advances in such knowledge have often hoon made by 
painstaking workers in hospitals who collected cases of 
the disease and then subjected them to a careful inquiry, 
investigated them thoroughly, treated them with some 
new specific drug by the alternate-case method, or 
followed them up over the course of years. Moreover, 
as Cohen ? has pointed out, in some fields “‘ specialisation 
in research is perbaps inevitable because of the intricacy 
of many of the modern instruments of research, e.g., the 
electron-microscope, special methods of histopathology 
and bacterial culture or spectroscopic analysis.” 


But even the most fervid advocates of specialism 
would not say that clinicians should be subdivided into 
disseminated sclerosis specialists, heart-block specialists, 
varicellologists, ulcerative colitologists, and so forth. 
And equally it could not be pretended that the young 
man who is keen on research should devote the whole 
or many years of his life to doing nothing else but study- 
ing a single disease. The clinical research-worker, for 
the sake of his enthusiasm, sanity, and judgment, 
should clearly do something besides his particular 
investigation. 


The following question therefore arises: is the 
specialist in a certain region any better able than the 
general physician to carry out a research into a single 
disease affecting that region? For example, if a neuro- 
logist and a general physician both spent, say, a third 
of their time for a period of ten years in seeking the cause 
of disseminated sclerosis, is there any reason to suppose 
that the former would:-be more successful ? Or would 
a cardiologist who followed up a large number of patients 
with ‘rheumatic heart-disease for half his life «reach 
nearer the truth than the general physician who did the 
same ? There is no apparent reason for giving an affirma- 
tive answer to such questions as these. The necessity 
of special studies for the purpose of advancing knowledge 
provides no justification for specialisation in the ordinary 
meaning of that term. 


The Legitimate Medical Specialties 


Although (if my arguments are -sound) the main 
justification for specialisation among clinicians is the 
necessity for mastering difficult surgical techniques, 
there are nevertheless perhaps a few legitimate specialties 
inside medicine. An obvious example is pediatrics, 
for it cannot be objected that a pediatrician is encouraged 
to devote his whole interest to some small region of the 
body, or that through following his specialty he is liable 
to develop a distorted viewpoint. And the problems 
presented by infants and very young children are 
undoubtedly very different from those presented by 
adults. It may nevertheless be wondered whether 
even here the physician who spends all his time among 
children is likely to be better than the physician who 
also deals with adults. A similar ‘‘defence’’ may 
be made of geriatrics—a specialty of which more and 
more has been heard of late. But the justification for 
geriatrics is far less than for pediatrics. There are few 
if any diseases peculiar to old people. For example, 
non-fatal strokes leaving paralysis, which provide one 
of the most common and difficult problems of old age, 
are seen occasionally in people below 50 and quite often 
in the under-60s. And one often sees men in the 80s 
who are vigorous in mind and body while others in their 
60s are living a vegetative existence. It is sometimes 
suggested that special wards should be set aside for 
geriatric cases. But is it not far better for old men 
with the more acute and recoverable conditions—and 
it is they who should be given most consideration— 
to share wards with the young? Is not the atmosphere 
thereby improved, and are they not thereby encouraged 
to recover? I believe too that, in spite of the ‘‘ write 


2. Cohen, H. Proc. R. Soc. Med. 1949, 42, 1035. 
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up ”’ which geriatrics has recently had, it may be depress- 
ing to deal with none but the old, and that the physician 
who has patients of all ages is likely to handle his old 
patients better than the specialist geriatrician. 


Of the other medical specialties, perhaps dermatology 
is the easiest to justify, for the diseases of the skin 
form a genuinely distinct group which are comparatively 
rarely related to other bodily diseases. The dermato- 
logist, moreover, can hardly reach the wrong conclusion 
that a patient with obscure symptoms has a skin condi- 
tion, and he must be extraordinarily blind to overlook 
the psychiatric aspects of skin diseases, for it is obvious 
that they may have a disastrous effect on the psyche, 
while sometimes emotional and hysterical disorders are 
apparently important in their etiology. 


Another possibly legitimate specialty is neurology. 
Certain diseases of the nervous system cause manifesta- 
tions whose assessment and analysis requires much 
practice and an intimate knowledge of the anatomy and 
physiology of the nervous system—a knowledge which 
the ordinary physician rarely possesses. Nevertheless, 
the bounds of neurology are very indistinct, and the 
victims of many neurological diseases require to a 
particularly high degree that sympathetic understanding 
from their medical advisers which the specialist so 
typically lacks. The best neurologist, therefore, is 
probably not he who devotes his whole attention to the 


nervous system but he who is a general physician as 
well. 


Selection and Training of Specialists and Consultants 


In recent years in Britain the typical potential 
specialist or consultant does some house-appointments 
after qualification, obtains higher degrees or diplomas, 
becomes a registrar and, after three or more years, is 
appointed to hospitals with the title of consultant. 
This process no doubt turns out men who are very 
knowledgeable in their subjects and (if they are surgeons) 
have mastered some technique. But I believe it fails 
to give men the ability to see the problems of medicine 
in proper perspective. It has often struck me that the 
average surgical registrar tends to be interested in 
operating, to the exclusion of all else. The interest of 
the average medical registrar, on the other hand, is 
particularly aroused by the very rare and obscure ‘case. 
Some general physicians and surgeons may in course of 
time overcome the defects of their early training ; 
but the whole manner of working of the ultraspecialists 
tends to distort their perspective, with the result that 
they may fail to inculcate the right attitude into their 
own registrars, whose attitude at the beginning of their 


consultant careers may in consequence be particularly 
distorted. 


The problem would, I believe, be largely solved if all 
clinical registrars were selected from the ranks of the 
general practitioners. The minimum period spent in 
general practice should be, say, three years. (It should 
not merely be a matter of months, for then it might 
easily be considered as a wasted interlude before returning 
to hospital and doing once more “real medicine,”’ 
in the shape of inserting cardiac catheters, studying 
electro-encephalograms, estimating 17-ketosteroids in 
the urine, and other similar procedures.) Every medical 
student who intended to become a clinician would then 
naturally acquire the idea that the purpose of his training 
was to make him a competent general practitioner. 


Specialists recruited in this way could hardly be 
interested in the defects of some small region of the 
body to the exclusion of all else, but would also be 
interested in patients. They would not be so blind to the 
psychiatric aspects of organic disease or the disturbing 
effects of psychiatric upsets on the bodily organs. And 


they would better appreciate that the good general 
practitioner wishes to have advice as to how his patients 
can be helped, not a learned dissertation on some obscure 
aspect of a rare disease. 


The majority of general practitioners would applaud 
such a scheme as this and would accept more readily 
the opinions of consultants who had themselves been in 
general practice than of those who had spent their whole 
careers in the artificial atmosphere of a hospital. If 
their patients were seen by a registrar instead of by the 
chief, they would not—as they often are now—be 
particularly annoyed. ‘The scheme would carry with 
it the further advantage of discouraging the recently 
qualified from hanging about teaching hospitals doing 
odd jobs as clinical assistants while waiting for registrar- 
ships to become vacant, and the ex-registrars from acting 
similarly while waiting for dead men’s shoes. Perhaps 
general practice would become, not the last refuge of 
those who could do nothing else, but the usual goal of 
a high proportion of medical students. 


Conclusion , 


The main justification for specialisation among 
clinicians is the necessity for mastering difficult tech- 
niques. The various branches of surgery are all legitimate 
specialties for therapeutic reasons ; and ophthalmology, 
otorhinolaryngology, and perhaps a few others are also 
legitimate for diagnostic reasons. The same considera- 
tions apply to anesthetics and radiotherapy. But 
in the field of medicine as opposed to surgery, and also 
in the important part of surgery which precedes the 
actual operation, there is little to be said in favour of 
specialisation, and much to be said against it. The 
modern tendency to subdivide physicians into cardio- 
logists, gastro-enterologists, phthisiologists, diabeticians, 
rheumatologists, kidney specialists, and the rest is 
regrettable. Even in so far as certain medical specialties, 
such as pediatrics and neurology, are justifiable, those 
who practise them would usually be better if they were 

-also general physicians. 


The value of the physician is derived far more from 
what may be called his general qualities than from his 
special knowledge. A sound knowledge of the etiology, 
pathology, and natural history of the commoner diseases 
is a necessary attribute of any competent clinician. 
But such qualities as good judgment, the ability to 
see the patient as a whole, the ability to see all aspects 
of a problem in the right perspective, and the ability 
to weigh up evidence are far more important than 
detailed knowledge of some rare syndrome, or even the 
possession of an excellent memory and a profound 
desire for learning. Many of the eminent consultant 
physicians of the 19th century were said to be quite 
aware of their superior general qualities. One gathers 
that they did not hesitate to reach confident conclusions 
about their cases, while lesser men unhesitatingly obeyed 
their orders. The average modern physician appears 
more modest (perhaps because he is aware that some 
later. investigation may disprove any confident statement 
on his part); and prefers to accept the view that his 
detailed knowledge rather than his superior mental 
prowess justifies his position. If he is a gastro-entero- 
logist, he may refuse even to look at a patient who has 
cardiac symptoms, but may be resentful if a physician 
who is not a gastro-enterologist questions his verdict 
on a dyspeptic subject. But if a consultant physician 
lays no claim to infallibility in any situation and essays 
to do no more than give general practitioners a second 
opinion in cases where they are in difficulty, there is no 
implication that his mental prowess is of a different order 
to that of those he is advising. 

If these views are sound, even the general practitioner 
(except in so far as he may- lack certain facilities) is 
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often in as good a position as the most learned specialist 
to reach the right conclusions about his cases. I am 
not concerned here with the question of whether or not 
the standard of general practice is in fact high. But 
I believe that the patient with a ‘‘ medical’ condition 
is far better off under the care of a first-rate general 
practitioner than of an indifferent specialist who is an 
authority on the particular condition under consideration. 
On the other hand, no general practitioner is competent 
to do a difficult surgical operation. 


Much has been heard in recent years in Britain of the 
shortage of specialists. As regards physicians, I do not 
believe that there is any real shortage. The medical 
outpatient departments of many hospitals are no doubt 
overcrowded, but much of the overcrowding is due to the 
attendance of patients whose general practitioners desire, 
not a second opinion, but an investigation which they 
cannot get done themselves. More overcrowding - is 
due to the public’s insistence on seeing a specialist, and 
to bad general practitioners who refer cases unnecessarily. 


The present difficulties should, I believe, be overcome 
not by multiplying specialists, but by increasing the 
number and improving the quality of general practi- 
tioners, by giving them the facilities which so many now 
lack, and by a propaganda campaign to persuade the 
public that there is no magic in the name specialist. 
Top priority in the capital development schemes of the 
National Health Service should be given to the provision 
of health centres where general practitioners could have 
the more important investigations done. For even 
when the present-day enthusiasm for investigating is 
discounted to the utmost, no doctor can be efficient 
without the aid of certain X-ray films, blood-counts, 
urinary examinations, and a few other tests. 


Summary 


The need for specialisation in diagnosis, treatment, 
and research is considered. 


The conclusion is reached that the main justification 
for specialisation among clinicians is the necessity for 
mastering difficult surgical techniques, and that in 
medicine specialisation is in general harmful. The view 
is advanced that registrars should be selected from the 
ranks of the general practitioners. 


I wish to thank Sir Henry Cohen for his encouragement 
and my father for his help in revision. 


Parliament 


Penicillin (Merchant Ships) Act 


In the House of Lords on Feb. 15:the Royal Assent 
was given by commission to this Act. 


QUESTION TIME 
Hospitals and Electricity Cuts 


In answer to a question Mr. ALFRED RoBENs, parliamentary 
secretary to the Ministry of Fuel and Power, said that the 
system of telephone warnings of power cuts to hospitals and 
other large users was being extended and experiments were 
being made with special short-wave radio transmitting and 
receiving sets. There were, however, still formidable diffi- 
culties to be overcome. 


Children’s Emergency Fund 
In answer to a question Mr. Ernest Davies, under- 
secretary of state for foreign affairs, stated that the Govern- 
ment were proposing to ask parliamentary authority for a 
further contribution to be made to the United Nations 
International Children’s Emergency Fund of £100,000. 


Tuberculous Pensioners 


Brigadier A. H. Heap asked the Minister of Pensions 
what were the numbers of tuberculous pensioners of the 


1914-19 war and the 1939-45 war, respectively; and the 
total numbers of those two Categories who were classified 
as 100% disabled.—Mr. G. A. Isaacs replied: The numbers 
are estimated to be 17,000 and 52,000 respectively ; of these 
pensioners 3800 and 28,700 respectively are estimated to be 
in receipt of pension at the 100% disablement rate. 


100 per cent. Disablement Pensions 


Brigadier Heap asked the Minister how many pensioners 
were now receiving the 100% rate, plus both the unemploy- 
ability supplement and constant attendance allowance.— 
Mr. Isaacs replied: 4550. 


Marriage Allowances of National Service Medical 
Officers 


Dr. Cuartes Hitt asked the Minister of Defence whether 
he was aware that married National Service medical officers, 
aged 25 years or over, received a marriage allowance of 
12s. 6d. a day, as compared with a corresponding allowance of 
18s. 6d. a day payable to short-service or permanent officers ; 
and whether he would remove this anomaly, having regard 
to the fact that the upper age-limit for the conscription of 
medical practitioners was 30 years, as against 26 years for 
other sections of the community.—Mr. EMANUEL SHINWELL 
replied : The increases in marriage allowance given to regular 
officers in November, 1948, were intended to meet exceptional 
expenses which are not normally incurred by National Service 
officers, whether medical officers or not. It is, therefore, not 
possible to treat thedical officers in this respect more favourably 
than other National Service officers. Dr. Hitt: Bearing in 
mind that the upper age for conscription for medical officers 
is 30, and, further, that the cost of maintaining a wife, special 
expenses, and other burdens is no less to a National Service 
officer than to a short-term officer, will the Minister reconsider 
the position? Mr. SHINWELL: We went into the matter 
very carefully in order to avoid all possible hardship. The fact 
is that’ the liabilities of the Regular medical officer are much 
more severe than in the case of the National Service officer. 


Identification of Gas Cylinders 


Dr. Hirt asked the Minister of Health whether he was 
aware of the recommendations proposed by a representative 
conference of the medical profession to introduce at an early 
date an agreed code of colour markings of gas cylinders and for 
the manufacture and use of a non-interchangeable valve that 
could be attached to United States and British cylinders with 
the object of avoiding fatal accidents as a result of the mis- 
identification of a cylinder prior to or during the administra- 
tion of an anesthetic; and what steps he proposed to take 
to provide doctors within the National Health Service with 
the cylinders and valves they: desired to eliminate fatal 
accidents.—Mr. H. A: Marquanp replied: I am aware of the 
recommendations referred to. A colour code and non- 
interchangeable valves are under consideration by the British 
Standards Institution and the International Organisation for 
Standardisation. When agreement is reached urgent con- 
sideration will be given to révision of the existing British 
Standards. 

Cost of Drugs 


Mr. H. Hynp asked the Minister of Health what was the 
average cost per patient of drugs supplied direct to the patient 
by chemists under the National Health Act for the last 12 
months for which figures are available—Mr. MarquanD 
replied : The average cost (including chemists’ remuneration) 
of drugs supplied per person on prescribing doctors’ lists 
for the year ending Dec. 31, 1949, was 15s. 74d. 


Hospital Accommodation for Chronic Sick 


Tn answer to a question Mr. MarQuanD stated that 7712 
chronic sick persons in England and Wales were awaiting 
admission to hospital on Dec. 31, 1949, the latest date for 
which complete returns were available. On the same date 
there were in chronic sick hospitals 7575 empty beds, more 
than half of which were unstaffed. 


War-time Lists in Tuberculosis Treatment 


In answer to a question Mr. MarquanD stated the number 
of cases of tuberculosis awaiting admission to hospitals or 
sanatoria at Dec. 31 last in the North-west, North-east, 
South-east, and South-west metropolitan areas respectively 
were 1566, 933, 1087, and 1200. - 
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Medicine and the Law 


In England Now 


Ministry’s Liability for Hospital Staff’s 
Negligence 


As long as the authority of Hillyer v. St. Bartholomew’s 
Hospital (decided in 1909) prevailed, it could be con- 
tended that a hospital had the duty to use care in 
selecting the surgeons, doctors, or nurses on its pro- 
fessional staff, but was not liable if the staff acted 
negligently in a matter of professional care or skill. 
‘Lord Justice Kennedy’s judgment said so; Lord Justice 
Farwell decided the case on narrower grounds. In 
Gold v. Essex County Council in 1942! the Court of 
Appeal reviewed Hillyer’s case and chose to follow 
Lord Justice Farwell; it declared that Lord Justice 
Kennedy, in his remarks about nurses, went far wider 
than the scope of the case required, and that, as Lord 
Dunedin observed in Lavelle v. Glasgow Royal Infirmary, 
those remarks were mere obiter dicta. 


It is now certain that the liability of a hospital is 
much more extensive than was supposed in Hillyer’s 
ease in 1909. This was made clear afresh by the Court 
of Appeal in Cassidy v. Ministry of Health on Feb. 15. 
Mr. Cassidy went into a Liverpool hospital with a con- 
dition of his left hand which was diagnosed as Dupuy- 
tren’s contracture. An operation was carried out; 
the treatment involved keeping the hand and lower arm 
rigid in a splint for several days. When the hand was 
released after 14 days, two fingers (those operated upon) 
were completely stiff and two others were affected ; 
the left hand had become useless. He sued Liverpool 
Corporation, which then owned and controlled the 
hospital ; later, when the National Health Service was 
initiated, the Ministry of Health was substituted as 
defendant ; the Ministry brought in a Canadian doctor, 
at the time of the operation a whole-time assistant 
medical officer of the hospital, as third party. The 
doctor’s evidence was taken on commission in Vancouver. 


At the trial Mr. Justice Streatfield, without deciding 
whether the doctor was a servant or agent of the Ministry 
or whether the Ministry would be liable for his negligence 
in that capacity, held that no negligence had been estab- 
lished against the doctor or any other member of the 
hospital staff. The Court of Appeal says this was wrong : 
it seemed to be a case of res ipsa loquitwr—the thing 
spoke for itself—and a jury could have found negligence 
on the facts as stated. But, if so, was the Ministry 
liable ? The doctor was employed, like the nurses, as 
part of the permanent staff of the hospital. If, in the 
phrase used by Lord Greene in Gold’s case, a patient 
knocked on the door of a hospital, he would expect 
to find inside medical and surgical treatment and nursing ; 
if the treatment or the nursing were negligent, the 
hospital must be liable, whether the fault was that of 
a nurse or of the permanent medical staff. Lord Justice 
Denning, whose powerful argument at the bar in Gold’s 
case will be remembered, said that a hospital endeavours 
to cure by means of the staff which it employs ; it has 
no ears of its own with which to listen through the 
stethoscope, and no hands to hold the knife. If its 
staff is negligent, it is just as much liable for the negligence 
as is anyone else who employs others to do his work for 
him. If a patient himself selects and employs doctor or 
surgeon (as in Hillyer’s case), the hospital is not liable ; 
but, if doctor or surgeon, whether a consultant or not, 
is employed and paid by the hospital and not by 
the patient, the hospital is liable for his negligence in 
treating the patient. The Ministry of Health, it 


seems, can now sue the Canadian doctor, if it so 
desires. 


1. See Lancet, 1942, ii, 127. 


A Running Commentary by Peripatetic Correspondents 


We cannot eat but little meat ; 

The ration is not big. 

We try no end to make a friend 

Of one who keeps a pig. 

The butchers’ shops contain no chops, 
Nor luscious offals hold. 

I ask you, Webb, at this low ebb 
—If I may make so bold ; 


Back and sides go where, go where ? 

For export? Are they sold 

For bully ? God knows who consumes the stuff. 
—Pass me the prunes and mould. 


We have no roast to play the host 
—We dare not light the fire— 

But ancient ewe we have in lieu 
Such ewe we not desire. 

We have no stint of spuds or mint 
But no allaying lamb, 

And, as I live, what wouldn’t we give 
For a jolly good chunk of ham ? 


Back and sides go where, go where ? 

For export ? Are they sold 

For bully ? God knows who consumes the stuff 
—Pass me the prunes and mould. 


* * 


It would be nice if the committee now considering 
general practice could find some way of rewarding 
practitioners according to the responsibilities they really 
undertake, rather than by mere head-counting. A little 
while ago I was called in consultation by an elderly doctor 
practising in an unprosperous suburb. ‘I have never 
seen a case like this before,’ he told me, “‘ but I have 
read of them. I think it is a spontaneous pneumothorax. 
We were not taught about that in my student days.” 
At the patient’s house we found a young man who.gave 
us the characteristic history of sudden pain in the chest 
and shortness of breath, and he had the textbook signs. 
After giving him a few words of reassurance and arranging 
for a rest K ray later, we left. 

The point of the story is that there was no suggestion 
that the patient’s proper place was in hospital—and this 
in an area where doctors send people to the outpatient 
department to have their urine tested. One does not want 
to tempt any man to assume responsibilities beyond his 
skill, but surely my elderly friend deserves a larger 
reward than those who cannot treat a straightforward 

neumonia without the aid of the Emergency Bed 

Doctor’s letter to his executive council:: 

“This is not a cémplaint but a record of Mr. T, who sent 
for me to visit him at home, but who happened to be arriving 
on his bicycle as I arrived to see him. He was informed that 
if he was fit to ride a bicycle on a frosty day he ipso facto 
is fit to attend this surgery, and I did not go upstairs to see 
him. Please do not trouble to reply as I consider this sort 
of happening to be part of our daily relationship with the 
public as a whole.” 

Medical benefit committee’s comment : 

The Service regulations make no provision for the investiga- 
tion of a complaint by a practitioner against a patient. 

And that’s that. 

* 

When my wife drew attention to his little pigs in our 
garden, Mr. Larks did not, as expected, engage to kee 
these animals on his own side of our fence. All he sai 
was: ‘‘ Wonderful what they do in the time!” 

One’s wife of course is prejudiced, living on the spot ; 
and I like to take a broader view. In the past few 
thousand years, I said to myself, this situation must 
have arisen before. There must be a Precedent; and 
wherever freeborn Englishmen gather they will know 
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about pigs invading gardens. Encountering some free- 
born Englishmen in the train, I was glad to find that 
Mr. Larks hadn’t a leg to stand on. Rabbits—yes. 
Rabbits are creatures of the wild, and if I want to 
keep them out I must make my fence rabbit-proof. 
But pigs—no. The pigs of Sussex are now definitely 
domesticated, and their owners are therefore bound to 
see that they don’t ravage neighbouring property. 

Very true, said I. But just for confirmation I raised 
the question again in the help-yourself department of 
my club—which not only contains freeborn Englishmen 
but is practically the remains of the old Saxon Wita- 
nagemot. After tactfully offering to advise a solicitor on 
how to get his ward trained as a hospital dietitian, I 
felt I could decently broach my pigs. What, then, was 
my horror—and that of many clubmer present—to 
hear him say at once that anyone who wants to keep an 
animal (or, no doubt, several ani : actually in this 
one litter there are 11, and more are promised) off his 
property must erect and maintain a fence that will keep 
it (them) out. But suppose Mr. Larks bred vipers, 
I cried : must I then reinforce my fence with zine gauze ? 
Vipers are different, said the lawyer ; they are Dangerous 
Animals. If my present fence does not keep out small 
pigs (and it certainly doesn’t) and if such pigs effect an 
entry (as they certainly do) I may not even eat them : 
all I may do is impound them and ask the owner to take 
them away, or see that they are conducted back to the 
boundary without unnec use of force. (Actually 
I have already entrusted this latter duty to our dear 


dog.) 

Rul this information sounds simple in the clear way 
I’ve set it down; but it was complicated by the inter- 
jections of a kind but slightly deaf man a little way up 
the table who thought I was seeking help over the old 

roblem of keeping cats from asphyxiating my baby. 

e suggested a net over the pram. He also thought that 
dogs should not be kept for pleasure, and that the care 
so often lavished on pet animals should be devoted to 
our own species. 

I should be more upset about all this but for a very 
wise remark made by one of the most venerated members 
of the Witan. He recommended me to revenge myself 
on Mr. Larks by keeping on my premises, not necessarily 
under complete control, a number of animals of a kind 
more subtle and more destructive even than pigs. It 
was then I remembered that my wife and I did in fact 
choose our present home largely because we thought 
it would be nice for Andrew, Duncan, Colin, and Robin to 
see a good deal of the farm. 


* * * 


During the Christmas holidays the family took me 
for my annual visit to the pictures. There was an 
excellent programme, but what interested me particularly 
was a short film produced under the auspices of the 
New Zealand government, which vividly portrays the 
voyage made four times a year by an auxiliary ketch, 
the New Golden Hind, as a relief ship to some of the 
distant Pacific islands administered by the Dominion. 
I have been reading, more or less in their original form, 
Captain Cook’s diaries of his voyages among these 
very islands. Besides being fascinating adventure stories 
these diaries contain much medical information. For 
Cook was not only a superb seaman but also remarkably 
well versed in preventive medicine. In applying the 
medical knowledge of the time he was ably supported 
by the surgeons who sailed with him, and their joint 
efforts were a major factor in the success of the expedi- 
tions. The film shows what hazards this great navigator 
had to face in the Pacific and his descriptions apply 
equally well today. If he had come with me to the 
cinema, though, he would have been astonished at the 


changed conditions of life on the islands and dumb- . 


founded at the medical and dental services supplied for 
the inhabitants by the New Zealand government. If 
all the Europeans who visited the Pacific in early days 
had been of Cook’s calibre the islanders would have 
escaped a great deai of disease and ill-treatment, but 
it is comforting to know that so much is being done to 
atone for the past evils. . 
Aphorism of the Week 
Lay the ghost of your buried mistake next time. 


Letters to ‘the Editor 


DIAMINODIPHENYLSULPHONE 


Sir,—I am sorry that my old friend Dr. R. G. Cochrane 
(in your issue of Feb. 3) reported so much difficulty with 
the treatment of leprosy with p.A.p.P.s. in India. This 
treatment might well claim him as its father, for he was 
the first worker to use it,! unfortunately in doses too high 
to avoid toxicity. Even now, with a much reduced dosage, 
he finds his child troublesome, and would apparently 
rather like to disown it. There are, however, plenty of 
other workers who are keen to adopt it, some of them in 
India.?~* In the Nigeria Leprosy Service it is the standard 
treatment, and now, in February, 1951, 17,000 cases 
are receiving this treatment. Several other published 
reports *15 and several personal communications are - 
favourable ; and, in fact, of all the many workers who 
have now tried it, only one group—the group in India 
headed by Cochrane—has reported rather adversely on 
it and prefers to inject ‘ Sulphetrone.’ As already stated, 
other workers in India have reported favourably on 
D.A.D.P.S. 

There is general agreement that the maximum well- 
tolerated dose is 200-300 mg. a day.*!5 Indians appar- 
ently tolerate rather less, 100-200 mg. a day.2-> The 
minimum active dose is very low; 50 mg. a day is 
effective.21® I have found even 30 mg. a day to exert a 
definite action. As I have indicated,®1° the optimum 
dose is not yet fixed. Our standard dose for mass treat- 
ment in Nigeria is now 800 mg. a week (400 mg. twice 
a week) very slowly attained, which is the same as*that 
now suggested as the maximum by Cochrane himself. © 
There seems little difference of opinion here. 

But there is one important point on which I do differ 
from Cochrane. He states that the main objection to 
sulphetrone treatment is its high cost which can be 
remedied by using injections of much smaller doses 
than those used orally. This matter was fairly fully 
discussed by me in your pages.® There is now very 
strong evidence to support the view then expressed; that 
disubstituted sulphones, such as sulphetrone, act only 
by being hydrolysed to p.a.p.P.s., that when they are 
given orally this hydrolysis occurs mainly in the stomach, 
and that the injection of drugs such as sulphetrone 
‘prevents this hydrolysis. All the evidence on this point 
cannot be quoted here, but the recent papers of 
American,!7 18 and British workers may 
be studied on this point ; all these papers report studies, 
in vitro and in animals, indicating that without hydro- 
lysis to D.A.D.P.S., sulphetrone is not active. In a paper 
now in preparation, I am reporting similar results in 
vitro and in man. Opinion on these matters now seems 
unanimous. 


. Cochrane, R. G., Ramanujan, K., Paul, H., Russell, D. Leprosy 
Rev. 1949, 20, 4. 
. Dharmendra. Leprosy in India, 1950 (not yet received). 
. Muir, E. Int. J. Leprosy, 1950, p. 299. 
uir, E. Leprosy in India, 1950, p. 106. 
Muir, E. Jbid (in the press). 
- Floch, H., Destombes, P. Int. J. Leprosy, 1949, p. 367. 
= Souza, P. R., Lima, L. Abstracted in Leprosy Rev. 1950, 
45, 
. Molesworth, B. D., Narayanaswami, P. 8S. Jnt. J. Leprosy, 
1950, 17, 197 : 


9. Lowe, J. Lancet, 1950, i, 145. 

10. Lowe, J. Jbid, Jan. 6, 1951, p. 18. 

11. Lowe, J., Smith, M. Jnt. J. Leprosy, 1949, 17, 181. 

12. Chaussinand, R. La Lépre, published by L’Expansion Scien- 
tifique Francaise. 


13. Smith, M. Leprosy Rev. 1949, 20, 78, 129; Ibid, 1950, p. 17. 
14. Rist, N., Cottet, J. Pr. Méd. 1949, 157, 743. 
15. Boyer, F., Rist, N., Saviard, M. Ann. Inst. Pasteur, 1949, 


. 680. 
16. Ghatterii, S. N. Leprosy in India, 1949, p. 53. 
17. Smith, M. I., Jackson, E. I., Junge, J. M., Bhattacharya, B. K. 
Amer. Rev. Tuberc. 1949, 60, 62. 
18. Titus, E., Bernstein, J. Ann. N.Y. Acad. Sci. 1949, 52, 719. 
19. Boyer, F., Troestler, J., Rist, N., Tabone. Ann. Inst. 
Pasteur, 1950, 78, 140. 
20. ar J., Spinks, A. Brit. J Pharmacol. Chemotherapy, 1950, 
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It now appears that injections of sulphetrone probably 
act by means of D.A.D.P.S., some being present as an 
impurity in the sulphetrone, some being produced by 
hydrolysis during sterilisation, and perhaps a little being 
produced by hydrolysis in the body. 

The main objection to the use of sulphetrone, parti- 
cularly by injection, is not its high cost; the main 
objection is that it is irrational, and not in accord with 
the steadily increasing knowledge of the mode of action 
of sulphones. It is such a roundabout and inefficient way 
of securing the action of D.A.D.P.s. in the body. 

Cochrane hesitates to accept Muir’s statement about 
the effectiveness of D.a.D.P.s. in low doses (300 mg. a 
week), but Muir has been treating some hundreds of 
cases ; moreover Molesworth has been using doses not 
very much higher for at least two and a half years, arfd 
his cases must now number well over a thousand ; he 
reports excellent results. In experiments carried out 
here, we find that the p.a.p.P.s. blood-level on 300 mg. 
a week is considerably higher than on the 6 g. a week 
of injected sulphetrone that Cochrane recommends. 

By being the first leprosy worker to draw attention 
to the possible usefulness of D.4.D.P.s. in the treatment 
of leprosy, Cochrane rendered a great service. We hope 
that he will soon be able to agree with the large and 
increasing number of workers who find that this treat- 
ment, which he did so much to initiate, is safe and 
widely applicable, especially if modified to meet local 
conditions. 

Finally, while all will agree with Cochrane that sul- 
phone treatment does not present the solution of the 
leprosy problem, properly used it is being found a great 
help to all aspects of anti-leprosy work, even to attempts 
to segregate infectious cases. In Nigeria, the prospect of 
a shorter period of segregation, and the painlessness and 
greater efficacy of the treatment, as compared with the 
past, are encouraging more patients to come for segre- 
gation and treatment, and to come at gn earlier stage of 
the disease. 

We are all trying to find a more rapidly effective 
remedy than sulphones, or an agent to augment and speed 
up the action of sulphones, and the thiosemicarbazones 
are giving promising results. In the meantime it is not 
by failing to acknowledge the great advances already 
made that we shall attract the badly needed medical 
staff to the leprosy services (the Nigeria Leprosy Service 
has less than one doctor to every 2000 patients !) or the 
patients to make full and proper use of those services. 

NER Joun Lowe. 

DEFINITION OF TUBERCULOSIS 

Sir,—Dr. Barran (Feb. 10) has rightly called attention 
to the widely differing criteria used in the notification 
of tuberculosis. It will be generally agreed that it is 
undesirable that all persons should be notified who have 
suffered a tuberculous infection, just as it would be 
equally useless to notify only those who are infectious. 
However, some degree of uniformity is desirable. The 
following criteria, as used in the Ipswich and East 
Suffolk Chest Service, are put forward as practical. 

(a) All patients from whom tubercle bacilli are isolated. 


(6) All patients suffering from tuberculous disease who 
are in need of treatment. 


By treatment is meant any change in the working or home 
life necessary to encourage healing of the disease, as well 
as the more definite forms of treatment, such as bed 
rest and ‘“‘relaxation’’ therapy. This would include 
Dr. Barran’s ‘‘ minimal tuberculous lesion of the lung 
found to be healing without active treatment’’; for 
surely such a patient would be advised to rest in his 
off-duty time and even perhaps to take a day in bed at 
the weekend. It would also include active primary 
tuberculous infections of childhood where it was necessary 
to modify school life by recommending an open-air 


school, or a regular rest period, as well as the more 
specific forms of treatment. 

In all these cases it may be necessary at some time to 
issue certificates indicating that a patient is suffering 
from tuberculosis. 

I would add that I think it essential to examine the 
household contacts of all patients diagnosed as having 
suffered or as suffering from tuberculous disease, even 
if they have only a calcified primary lesion (this could 
be done by mobile mass radiography). Notification of 
healed cases is not necessary, since after explanation 
most patients and their relatives readily agree to 
examination. 


Chest Clinic, 
Foxhall Road, Ipswich. 


ATIOLOGY OF CHRONIC GASTRIC ULCER 

Stmr,—Mr. Doran’s paper of Jan. 27 requires brief 
comment. Mr. Doran claims to show, by injection tech- 
niques, that the mucosa of the lesser curve has a “‘ lower 
vascular density ’’ than has the rest of the stomach 
mucous membrane. This would be an attractive find- 
ing, in view of the present ré-emphasis on vascular factors 
as a cause of peptic ulceration, but it is unfortunately 
not correct. Injection techniques require careful control 
before quantitative differences can be claimed between 
different preparations. Such factors as the time interval 
between removal of the tissue and its injection, the 
particle-size of the silver iodide preparation, the pH 
of the injection mass, and, above all, the pressure at 
which injection is carried out are factors which can 
profoundly modify the degree of filling of the vessels 
of the injected tissue. 

Mr. Doran uses for injection a syringe and fine hypo- 
dermic needle, continuing the injection until a “slight 
resistance’’ is felt. The human thumb is a fallible 
organ as a scientific instrument. If the gastro-epiploic 
arterial chain of a resected stomach is injected with 
10% colloidal silver iodide, using a 20 ml. ‘ Record’ 
syringe and a hypodermic needle no. 17 (0-5 mm. 
diameter, standard wire gauge [S.w.G.] 25), the pressure 
within the chain is : 


CHARLES J. STEWART. 


mm. Hg 
Moderate pressure, one thumb .. 
Maximum pressure, one thumb .. 
Maximum pressure, both thumbs 


Using a “‘ fine’? hypodermic needle no. 20 (0-45 mm. 
diameter, 8.w.G. 26), the figures are : 


mm. Hg 
Moderate pressure, one thumb .. 16 
Maximum pressure, one thumb .. ss oe 
Maximum pressure, both thumbs ae a | 


In each case there is a wide variation in pressure at which 
the injection mass may be introduced, and even the 
maximum pressure of 78 mm. Hg using a hypodermic 
needle no. 17 and the full strength of two hands is 
inadequate to fill completely the vessels of the stomach, 
as experience shows. 

Mr. Doran is comparing specimens of stomach wall in 
which the vessels are filled with varying degrees of 
success. Precise technique shows that the size, arrange- 
ment, and density of vessels within the mucosa is the 
same in the lesser-curve region as in the anterior and 
posterior walls of the stomach; and the number of 
mucosal arteries supplying each square centimetre 
of mucosa is the same in the different parts. There are 
differences in the vascular supply to the lesser curve, 
but these lie within the submucous layer and outside 
the muscle coat, and do not result in any difference in 
the vascular pattern of the mucous membrane. 

So far as we know, the significance of arteriovenous 
shunts in the stomach wall in the causation of peptic 
ulceration has only been mentioned by Dr. W. C. 
Alvarez, of the Mayo Clinic, in a discursive leading article, 
and there is much that can be argued against this view. 


il 
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Arteriovenous anastomoses are shown most aceurately 
in the stomach wall by micro-dissection. They are 
Jong direct channels, up to 140 in diameter in life, 
running from mucosal artery to vein, and it is usually 
possible to find one arising from each mucosal artery in 
the submucosa, Examples are reproduced in the Journal 
of Anatomy.! They are present equally in the anterior 
and posterior walls and in the lesser-curve regions. It 
is necessary to understand the architecture of the vessels, 
but the problem remains one of blood-flow under different 
conditions ; and it is no doubt because we know so little 
about this that speculation, both negative and positive, 
has its opportunity. 


Medical School, 
Newcastle upon Tyne. 


F. H. BENTLEY 
T. F. Bartow. 


MEDULLA 


Sir,—Holtz and Schiimann ? reported that noradrena- 
line is present with adrenaline in the normal suprarenal 
medulla of man, but it is not accurately known what 
proportion of each amine is present. We have investigated 
by biclogical assay and chromatographic methods the 
catechol content of extracts of suprarenal glands obtained 
post mortem. 

In 17 adult cases (ages 45-79) secured 2-49 hours 
after death, noradrenaline. was present to the extent of 
about 14% of the total amines (mean value of nor- 
adrenaline = 29 ug. per g. fresh tissue). In 9 children 
under 1 year, however, the mean value of noradrenaline 
was 65 ug. per g. fresh tissue, representing 90% of the 
total amines present. These latter samples were secured 
4-22 hours after death. 

The Sie taeay ik of this finding is not yet clear. 


G. B. 


R. B. Hunter. 
Department of Pharmacology and Therapeutics, 
niversity of St. ana Medical School, 
undee. 


THE INVESTIGATION OF SUGAR TOLERANCE 


Sir,—Dr. Friend’s article of Jan. 27 should not pass 
unchallenged as it denies any value of a full blood- 
sugar curve in the following words : ‘‘ Complete standard 
tolerance tests cannot be justified, since the only informa- 
tion obtained from the five blood and three urine examina- 
tions of the test can be found equally well by estimation 
of a single 2-hour blood-sugar level.” 

True, one admits the great importance of a return 
to normal in 2 hours, but mistakes wili be made from 
this figure alone and much information omitted which can 
be obtained from a full blood-sugar curve. For example : 


1. No explanation of glycosuria—and it is to explain’ 


symptomless glycosuria that blood-sugar investigations ‘are 
undertaken—is given by the 2-hour figure. Dr. Friend does 
not mention glycosuria in his suggested test and hence would 
have no clear evidence on renal glycosuria or oxyhyper- 
glycemia. 

2. Without the fasting level, starvation curves (not 
uncommon apart from absolute starvation) would be labelled 
as diabetic from the raised: 2-hour figure alone. 

3. The same would apply to thyrotoxic and certain toxzemic 
disturbances of the blood-sugar curve. 

4. Tam certain that I would often be misled in life-assurance 
and other work by one 2-hour figure instead of a full curve 
which shows the total response to glucose tolerance, by 
five or six blood-sugar estimations and simultaneous urine 
tests. 


In any full assessment, knowledge of general health 
factors, not mentioned in Dr. Friend’s analysis, is also 
most important. 

London, W.1. D. LAWREROR: 


Holtz, Schimana, H. J. 


Nature, Lond. 1950, 165, 683. 


VACCINATION AGAINST SMALLPOX 


Sir,—Allow me to reply to letters arising from my 
article of Jan. 13. 

Dr. Dixon (Jan. 20) says: ‘‘ Dr. Millard’s main argu- 
ment is that mild cases of variola major only oceur in 
the vaccinated. In my opinion this is fundamentally 
wrong.’’ Dr. Dixon has not got me correctly. I said of 
the unvaccinated: ‘‘ The mild and trifling cases [I was 
referring to the ultra-mild cases which are so easily 
missed ] very rarely occur when we are dealing with true 
major smallpox but only when we have to do with a mild 
strain of the disease, and, when this is so, the mildness 
tends to breed true.”’ 

Dr. Dixon quotes some figures from his own experience 
of smallpox in Tripolitania, where out of 300 unvaccinated 
cases 105 were classed as types 6 and 7 (discrete and 
mild). Such cases would be very different from the 
trivial cases I was considering, which are so mild and 
modified that they may deceive even experts. Moreover, 
as he does not mention the number of fatal cases we have 
no means of knowing whether they could rightly be 
regarded as true major smallpox such as occurs in India. 
I doubt very much if they were. 

As regards India, Dr. Dixon takes exception"to my 
suggestion that it might be worth while trying the 
experiment of substituting inoculation with variola 
minor for vaccination. He thinks it would ‘ confuse 
patient and medical profession alike.’’ This surely is 
hafdly an insuperable objection! He further writes: 
“It is very doubtful if 5% of India’s total population are 
immune at any one time. One would not expect this to 
have, any appreciable effect on incidence, but the fault 
is not with vaccination.” I cannot agree that vaccination 
is not to blame. It is because the protection conferred 
by vaccination is so short-lived in the face of really 
virulent smallpox that so small a proportion of the 
population is efficiently protected. Let there be no 
mistake: vaccination has been ‘‘ pushed ”’ in India for 
very many years as far as is practicable ; so what more 
does Dr. Dixon suggest ? There has been more vaccina- 
tion in India, in proportion to population, than. there 
has been in this country, certainly during the past half- 
century. The latest figures I have by me are for the year 
1936, taken from the Bengal health report for that year. 
On p. 40 I read: ‘‘ Smallpox. 46,267 deaths were due 
to smallpox in the province .. . yielding a death-rate of 
‘9 per 1,000. . . . Smallpox accounted for 3-8% of the 
total provincial mortality,’”’ The population of Bengal is 
given as 51,000,000, which is very little more than that 
of the United Kingdom plus Eire. If we had 46,000 
deaths from smallpox in this country in one year, or only 
a fraction of that number, we should certainly regard our 
preventive measures as a ghastly failure. And here are 
the vaccination figures (p. 116) : 


Vaccination in Bengal, 1935-36 


Total number of persons vaccinated 9,106,830 
Total number of —— ‘performed : 9,114,092 
(a) Primary .. 2,907,210 

(b) Revaccinations . . 6,206,882 


Successful 2,216, 
Ratio of successful vac cinations yer 1000 population 95 
Total number of births 1 673.208 


I think that these pene may surprise some people ; 
they certainly surprised me. 

I think we may assume that the reason why preventive 
measures have failed so lamentably in India are: (1) 
the obvious impracticability of carrying out those 
measures which have been so signally successful in this 
country (hospital isolation and tracing and surveillance 
of contacts) ; (2) the extreme virulence of the disease, 
against whi¢h only recent vaccination is effective. As I 
mentioned in my paper, British troops in India had to be 
revaccinated every two years. It would obviously be 
quite impossible in India, or indeed in any country, to 
apply this to the general population. 
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well have a great advantage over vaccination. The 
resulting protection against variola major would, I 
believe, be at least as great as that conferred by vaccina- 
tion ; indeed it might be much greater. Furthermore, 
variola minor being highly infectious, a baby who was 
inoculated would spread the infection to other members 
of the family and to neighbouring families who had 
never been protected or whose protection had lapsed. 
There would indeed be no limit to the effect. And it 
should be remembered that clinically variola minor is 
little, if any, more serious than vaccination. I speak 
here from my personal experience of the Gloucester 
epidemic of 1923 (over 1000 cases with practically no 
fatality). 

Dr. Watts (Feb. 3) makes the surprising assertion 
that no practical alternative to Vaccination has been 
put forward. I would ask him what he supposes has 
enabled this country to control smallpox so successfully 
during the past half-century. He can hardly contend 
that it is vaccination of the general population ; for 
this has been steadily and rapidly declining, and now 
that compulsory infant vaccination has been abandoned 
it is likely to decline still further. No, the real cause of 
our success has been prompt isolation plus the searching 
out and close surveillance of contacts; and the only 
thing which defeats these measures is the missed case, 
which, as I tried to show in my paper, vaccination of the 
general population tends to encourage. 

May I remind Dr. Watts that during the last century 
before efficient modern measures were introduced vaccina- 
tion of the general population, though carried out far more 
thoroughly than during the present century, entirely 
failed to protect this countiy from really severe epidemics 
of smallpox accompanied by a heavy death roll, as 
reference to the Registrar-General’s reports will show. 

Dr. Woolman (Feb. i0) thinks that I invalidate my 
thesis by saying that I am in favour of all who visit the 
East being protected by recent vaccination. I am also 
in favour of such people being inoculated against typhoid, 
but I do not think it necessary that everyone in this 
country should be similarly inoculated. 


Leicester. C. 


SECRECY OF SERVICE MEDICAL REPORTS 


Smr,—Your timely article of Feb. 10 (p. 343) calls 
attention to an increasingly unsatisfactory position. 

The reference to the inquest on the soldier who dropped 
dead. during a course at the Guards’ depot, Caterham, 
may, I think, give the impression that privilege was 
claimed for the evidence of the Army doctor for whose 
attendance, among other things, the inquest was 
adjourned ; this is not so, nor would it be possible to 
claim privilege in this way. The Army doctor was 
summoned to the inquest from Germany. He duly 
attended, and gave most comprehensive evidence of his 
previous examinations. 

Privilege was in fact claimed, supported by a certificate 
signed by the Secretary of State for War, for the pro- 
duction of the medical-history sheet of the deceased 
soldier. Counsel who appeared on behalf of the War 
Office at the inquest stated that privilege was always 
claimed for documents of this kind; and the fact that 
privilege is automatically claimed in every case irre- 
spective of the particular facts, seems to be one of the 
more objectionable features of this practice. Lord 
Simon’s judgment in Duncan v, Cammell Laird makes it 
clear that the refusal to produce must not be arbitrary, 
but must be on the grounds of injury to national defence 
or to diplomatic relations, or because secrecy is necessary 
for the proper furictioning of the public service. 

Can it really be said that the production of a medical- 
history sheet to a soldier (or to his relatives, when he is 


24, 195) 


tunately the decided cases make it clear that the certi- 


ficate of the responsible Minister is conclusive; and- 


that, whatever view may be taken of the real reason for 

the claim of privilege, no court may go behind the 

certificate and inquire into the Minister’s reasons. 
Coroner’s Office, Kast Horsley. CyriIL BARON 


NURSING INFECTIOUS DISEASES 


Str,—The letters of Dr. Stanley Banks (Feb. 3) and 
Prof. A. V. Neale (Feb. 17) raise many problems, not 
least that a general-trained nurse can admit “‘ that she 
has never had any practice in handling a baby, or in the 
principles of infant feeding.” 

Candidates who enter for the final general examination 
of the General Nursing Council for England and Wales 
must have had experience—not only lectures—in medical 
and surgical nursing, in gynecological nursing, and in 
the nursing of sick children. The head of the training 
school, usually the matron, must send a signed certificate 
to this effect before the candidate is accepted. 

Members of former councils, myself included, have 
often proposed that general training schools should be 
asked to give some details of the experience candidates 
have had, including experience in the nursing of sick 
infants and children ; and the real solution to the present 
lack in training is for the General Nursing Council to 
bring this measure into effect. With good will and good 
administration it could be achieved almost overnight. 
It may mean that some of our large and well-known 
training schools will have to second their nurses for 
specialised experience in this field, but the ultimate 
benefit would far outweigh any temporary inconvenience. 


London, W.8. Evetyn C. PEARCE. 


SURGICAL RELIEF OF MYOCARDIAL ISCHAMIA 


Smr,—In his intriguing paper last week Mr. Mason 
expresses his belief that treatment of angina (and, 
incidentally, of heart-failure) by reduction of metabolic 
activity has now been discarded. He also considers that 
this treatment condemns the patient to ‘‘a reduced 
level of existence.” 

Reduction of basal metabolism in cardiac disability is 
nowadays carried out by thiouracil medication, not by 
thyroidectomy, and it is certainly not discarded: I 
know that at least one of the leading cardiologists of this 
country practises the method widely. I have used it in 
a small series of cases selected by the crippling nature of 
their condition, and by the failure of all other treatment 
to enable the patient to lead a working, or at least an 
ambulant, life; or to maintain life at all in the face of 
advancing and intractable congestive failure. Of 12 
such patients, 1 died of (his second) coronary thrombosis 
after three years of freedom from angina. The other 11 
have continued the active life they were on the point of 
giving up, or have resumed activities previously beyond 
their scope. In each case the maintenance treatment 
was, either purposely or accidentally, reduced below 
the required level at one time or another without the 
patient’s knowledge. The relapse that follows within 
one or two weeks, and the rapid restoration upon resump- 
tion of adequate treatment, are a dramatic therapeutic 
test. One of my patients, a man with a rheumatic aortic 
stenosis, went into failure in the autumn of 1946, became, 


| bedridden within a few months with massive cedema, 


anasarea, and a right-sided pleural effusion (tapped, 
1’/, pints). Under thiouracil, instituted in the nick of 
time, he lost all his accumulated fluid and has not again 
required digitalis or mersalyl. Like all these patients, 
he is maintained just above myxcedema level, and, so far 
from living ‘‘ on a reduced level,’’ he has in the meantime 
become my very efficient secretary. 
London, W.1. G. SCHOENEWALD. 
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A VISIT TO INDIA 


Srr,—Last October and November I was privileged 
to take a party of medical practitioners from this country 
for a goodwill tour of India. The trip, I am glad to say, 
was most successful, and the welcome and hospitality 
extended to us by my countrymen in India were so 
unstinting and sincere that I am now making arrange- 
ments to repeat the tour over a period of six weeks 
during October and November of this year. 

The party will travel by air between London and Bombay, 
and all journeys during our stay in India will be made either 
by air or by rail. Our itinerary will include visits to places 
of historical and archzological interest, as well as to univer- 
sities, hospitals, and cultural centres in Bombay, Mysore, 
Bangalore, Hyderabad, Madras, Delhi, Agra, Kashmir, 
Calcutta, and Darjeeling. The total cost will be approximately 
£250 per person. 


My primary objective in organising the tour is to 
stimulate full comprehension of India’s vast poten- 
tialities in those persons who, through active work in 
their profession, are most favourably placed to strengthen 
the ties of friendship between Great Britain and India. 
Inquiries from doctors wishing to join the party should 
reach me before March 31. : 


128, Harley Street, 
London, W.1. 


R. HINGoRANI. 


METHONIUM COMPOUNDS IN_HYPERTENSION 


Sir,—Our cases of hypertension treated with metho- 
nium compounds now number 50, and many of them 
have been followed as outpatients for almost six months. 
Most of these were cases of essential hypertension with 
severe headache or left ventricular failure; 2 had had 
bilateral sympathectomy without benefit; and 1 had 
malignant hypertension. 

- Our method of administering the drug was to give 
25 mg. by injection intramuscularly and observe the 
blood-pressure at fifteen-minute intervals for the next 
two hours. If this initial dose was unsatisfactory it 
was increased by 10 mg. or more and the procedure 
was repeated until we obtained what we felt was a 
satisfactory fall in blood-pressure. The drug was then 
given by injection six-hourly, and as tolerance increased 
the intervals were reduced until in some cases the 
patients were having as much as 100 mg. three-hourly. 
After seven to fourteen days on injection the patient 
was transferred to the drug by mouth. We considered 
that a suitable dose to commence with would be 250 mg. 
by mouth at the same time-interval as every 50 mg. 
was given by injection. In some cases the patients 
had as much as 7-8 g. daily by mouth. 

Before-any patient was started on methonium treat- 
ment he was given a fortnight’s rest in bed, and his 
blood-pressure was taken at frequent intervals during 
the day. When the patient was put on the drug his 
blood-pressure was taken even more frequently. All the 
injections were given with the patient sitting up, and 
a few patients were ambulatory. After four weeks 
in hospital all the patients were up and about. They 
were then seen as outpatients fortnightly or more 
often. 

Since finding a case of bromide poisoning about 
five months ago we have estimated the serum-bromide 
level fortnightly on every patient receiving hexametho- 
nium bromide. We found that every patient had a 
reasonably high serum-bromide level, and owing to the 
slow excretion of bromide these serum-bromide levels 
tended to increase at about the same rate, irrespective 
of the dose of the drug, or at least provided the dose 
was between certain fairly wide limits. We have recently 
had a second case of bromide intoxication in a patient 
whose blood-pressure did not fall in spite of the fact 
that he was receiving at one time 12 g. of hexamethonium 
bromide by mouth. 
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Our results, which we hope to publish in detail shortly, 
have been unsatisfactory. Unquestionably injections of 
the drug, and in some few cases oral administration, 
will produce an acute fall in blood-pressure. Sometimes, 
however, in spite of large doses of the drug, even this 
acute fall did not occur. In all cases except 1, oral 
administration of the drug failed to keep the blood- 
pressure down, and every. patient so far seen at out- 
patients has had a blood-pressure at the same level as 
it was before treatment was commenced, though many 
patients admitted to feeling much better. The initial 
fall in blood-pressure obtained with methonium com- 
pounds is often, in our experience, no greater than that 
produced in many patients by rest in bed. 

We agree with the writers who have suggested that 
at present these compounds should only be used under 
hospital observation. The production of a drug which 
has a longer action than the hexamethonium compound 
and which does not contain the bromide radicle, or 
alternatively is effective in much smaller doses, would 
be the ideal to aim at. 


Oldchurch Hospital, 
Romford, Essex. 


8. Locker 
Senior Physician. 


Srr,—After Kay and Smith ! observed that the potency 
of the halide salts of hexamethonium given orally, 
expressed in terms of the cation, was highest for the 
iodide and lowest for the chloride, with the bromide 
intermediate, clinical studies of this drug have been 
made mostly with the bromide or iodide. It seems 
improbable, however, that the halide anion of such a 
salt, which must be completely dissociated in solution, 
can exert any significant effect on the activity of the 
hexamethonium cation, or even on its absorptiep. In 
view of the possibilities of bromism? and of iodism from 
the use of the bromide or iodide, we have been prompted 
to test the purity of some of the available preparations 
in order to determine whether the reputed inefficacy of 
the chloride was associated with any impurity ; and to 
verify whether, with pure salts, the biological activity 
of the cation did indeed vary with the different halide 
ions. We have determined the halide content of samples 
of hexamethonium salts, and have assayed biological 
activity, using the antagonism of hexamethonium to 
the action of acetylcholine on the frog’s rectus abdominis 
(limits of error 7-10%, P = 0-05).. The results were 
as follows : 
Hexamethonium Halide content 

salt ( % theoretical) 


Biological 


Iodide .. 
2. Iodide .. 
- Iodide .. 
Bromide 
- Bromide 
Biological potency is given (in terms of the cation) as percentage 
of that of the pure iodide (Salts 2 and 3). 


It will be seen that biologically several of the salts 
were below theoretical potency, and that in each case 
there was evidence of impurity. One particular cause of 
apparent inefficacy of the chloride came to our attention. 
We obtained a sample of chloride which had been made 
up as a powder in a waxed paper, in which it had remained 
for some months. ‘ On opening the paper no powder 
could be seen ; but simple extraction of the paper with 
saline, followed by biological assay, produced 91% of 
the quantity of hexamethonium stated to be within the 
paper. The chloride, therefore, is sufficiently hygroscopic 
to take up so much water-vapour that it can go into 
solution and impregnate the wrapping-paper. 

We believe, therefore, that the results of Kay and 
Smith may have been due to a failure’ to give the full 
dose intended, because of some impurity in the chloride 


A. W., Smith, A. N. Brit. med. J. 1950, ii, 807. 
M. L. Lancet, Feb. 10, 1951, p. 347. Holt, M. ©., 
Litehfield, J. W. Ibid. 
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uaed--grébably water. We suggest that the chloride, 
offering as it does freedom from actions other than 
those of the hexamethonium cation, should be more 
fully tested therapeutically. The compound should be 
issued in a form in which it is not liable to absorb moisture, 
leading to errors in dosage. 


W. D. M. Paton 
National Institute for Medical Research, 
London, N.W.7. J. WALKER. 


INTRAVENOUS IRON FOR ANAEMIA OF 
PREGNANCY 


Sir,—I should like to thank Dr. Scott and Dr. Govan 
for their report last week on the use of intravenous iron 
therapy. For the past year now I have been trying 
this method with cases which do not respond to iron 
by mouth, or where time was short. The second con- 
dition is common in this practice because of unmarried 
mothers whom I do not have under my care until eight 
to six weeks before delivery. 

I am very pleased with the rapid response to this 
treatment ; but I agree that occasionally a patient 
who has had other injections without a reaction may 
have a vasovagal attack. In preventing local pain and 
reactions it is essential, in my opinion, that there should 
be no leakage from the vein. For this I recommend 
that a very small (immunisation-type) needle should be 
used and that the injection should be given very slowly 
indeed. 


York. F. CHARLOTTE NAISH. 


MUNCHAUSEN’S SYNDROME 


Sir,—Dr., Asher is to be congratulated on his timely 
description and apt christening of this curious syndrome. 
Few hospital medical officers are unfamiliar with it, and 
with the extent to which its sufferers (for surely it 
is a disease) waste our already overtaxed hospital 
resources. 

One additional feature is that these patients usually 
present in hospital casualty departments either late at 
night or at weekends—times when young and inexperi- 
enced housemen are often left ‘‘ holding the fort.’ At 
many hospitals these cases are so often seen that an 
unofficial register-of them is kept, though its usefulness 
is vitiated because these patients seldom ‘“try it on”’ 
at the same hospital twice, but go on circuit. An acces- 
sible central register, at least in the London area, would 
be of the greatest value to casualty officers because 
once caught out these patients usually go, quietly and 
quickly. The E.B.S. would seem to be the obvious place 
for such a register to be kept, reports being sent there 
from all local hospitals. I believe that by this means 
the syndrome could be almost wiped out. 

The following case is atypical in that the patient did 
not take his own discharge. 


A 43-year-old man arrived in the casualty department of 
St. Giles’ Hospital, Camberwell, at 8.15 P.M. on Jan. 9, 
complaining of sudden onset of severe epigastric pain and 
vomiting. Three upper and one lower abdominal scars 
were said to be due to operations on the stomach, gallbladder, 
and right inguinal hernia, one of these having been done at 
Mansfield Hospital in 1945. He was admitted with a pro- 
visional diagnosis of perforated peptic. ulcer. Although he 
had marked upper-abdominal guarding and rigidity, gut sounds 
were heard, and there was no rise in temperature or pulse- 
rate. He was treated by continuous gastric suction, which 
he tolerated unexpectedly well. 

Inquiry revealed that he was never operated on at Mansfield 
Hospital. A barium meal was entirely negative, and he was 
reassured and discharged on Jan. 27, when he agreed that his 
pain was better. 

The same evening he arrived at Dulwich Hospital with 
the same story. When he was on the point of being admitted, 
a nurse noticed a certificate of the same date from St. Giles 
in his pocket. A telephone call followed, after which his 
pain mysteriously vanished and he left. He was last seen 
walking down the road divesting himself of handfuls of 


tell-tale certificates, evidently determined not to be caught 
out like that again. 


I wonder who’s treating him now. 
t. 
2 J. E. H. Stretton. 


Str,—A good example of this syndrome was to be found 
in a ship’s steward, of about 40, who haunted London 
hospitals about 1929 to 1934. 

He presented as a case of acute ameebic hepatitis ; 
and he was able to produce just that element of ‘‘ artistic 
verisimilitude ’’ which could deceive at first the most 
experienced clinician, and which Dr. Asher (Feb. 10) 
mentions as a feature of the syndrome. 


His stay in hospital seldom lasted more than three days, 
and usually culminated in his throwing any convenient 
china utensil at the nearest nurse. I met him first when he 
was admitted under the care of the late Dr. F. J. Poynton 
at University College Hospital in 1929; pathological investi- 
gations had not got far when he threw a sputum mug at 
some unoffending nurse in the vicinity and was immediately 
discharged, though I cannot recollect whether we succeeded 
in dismissing him before he removed himself of his own accord. 

I met him again about 1934 in St. Mary Abbots Hospital, 
there having meanwhile been a number of interesting reports 
of his antics in other hospitals. On this occasion, although 
amply forewarned, as a young admitting officer I was still 
not proof against his wiles and did not have the courage to 
refuse him admission; such refusal was not encouraged by 
authority and was apt to be followed by reproof. In any 
case, I thought, after all the man might have a real hepatitis, 
one of those weird tropical diseases of which before the late 
war so many of us were ignorant. On this occasion, however, 
I drew his attention to his previous unsatisfactory record 
of behaviour and besought him in his own interests to allow 
diagnosis and treatment, if required, to proceed. The sequel 
was according to his usual form; he was admitted I think 
on a Friday and on Sunday morning the ward telephoned 
me as I was sitting down to lunch: ‘ Arthur has just thrown 
his dinner at a nurse!” (The plate was included in the 
missile.) Before I could get to the ward he had taken 
himself off; gravy and potatoes on a nice clean apron were 
the only damage. 


I wonder if he is doing it still. 
Leamington Spa. W. M. PRIEST. 

Sir,—From Dr. Asher’s graphic description in his 
article (Feb. 10), it is clear that his first patient spent 
a few days in Oxford last May, after leaving St. James’ 
Hospital, Balham, and before his abdomen was explored 
at Harrow Hospital. 


He gave a name readily associated with ‘‘ Beeches” and 
his age as 47, and was admitted to the Radcliffe Infirmary on 
May 9, 1950, with the symptoms of acute intestinal obstruc- 
tion, and a scarred, distended, tender abdomen. There were, 
however, no fluid levels on a plain radiograph. He gave a 
similar story, with a wealth of circumstantial detail, from 
having his ‘‘ stomach blown to pieces’’ by a torpedo when 
chief engineer on the last ship from Singapore, to the eleven 
operations at Freemantle. He explained the evidence of 
recent transfusions, presumably given at St. James’, as part 
of conservative treatment for a similar recent attack at sea, 
saying that his ship had docked only the previous night. 

He was treated conservatively, but his pain continued ; this 
was unrelieved by pethidine, but was eased by injections of 
morphine or sterile water. Next day he threatened to leave 
hospital as he considered that he had been insulted. His 
distension and complaints increased, and a barium-enema 
examination was made. This showed a long filling defect in 
the rectum and sigmoid colon strongly suggestive of intus- 
susception, but on rectal examination nothing could be found 
to account for this. It seemed that we had misjudged this 
suspicious character ; and because of the well-known danger 


of overlooking an organic lesion in such patients, operation 


was now advised. He refused treatment, however, and was 
last seen on May 12 boarding a no. 3 bus. The following day 


his abdomen was explored at Harrow Hospital, as we have 


read, with no abnormal findings. 


The effect of anesthesia on another recent patient 
with this syndrome was interesting. 
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A nurse of 48, a known drug-addict, was admitted while 
convalescent from a compound fracture of her tibia, with all 
the symptoms of acute intestinal obstruction. Her distended, 
scarred abdomen bore witness to six abdominal operations, 
and there was tenderness in the left iliac fossa. There was no 
evidence of nerve damage. Although bowel sounds were 
increased, and there was gaseous distension on a plain radio- 
graph, there were no fluid levels. After the induction o 
anesthesia, and without the e f flatus, her abdomen 
became soft and flat. She was allowed to regain consciousness, 
and as she did so her uncovered abdomen appeared rapidly to 
swell. This seemed to be due to contraction of her diaphragm 
and lateral abdominal muscles rather than to aerophagy. 
She seemed disappointed that an operation was not considered 
necessary, and for a time continued to complain of pain. A 
barium series was normal, and she was discharged a few days 
later, still with apparent distension. 

Radcliffe Infirmary, Oxtord. Nem Warp-McQualD. 


Sir,—A woman of 45 was admitted to this hospital 
on Feb. 14, complaining of a fecal fistula. She gave a 
history of eighteen operations, all performed at the 
Royal Devon and Exeter Hospital, and said that for 
the last four days there had been a profuse discharge 
of foul dark material from an ulcerated area in the 
lower abdomen. It was not until we read Dr. Asher’s 
article that we realised exactly what we were dealing 
with. Whén she received no operative treatment she 
became very resentful and was discharged the day 
after admission. 

Lambeth Hospital, J. WILKS 
Brook Drive, S.E.11. Surgical Registrar. 
S1r,—To assist recognition of Munchausen’s syndrome, 

may I recommend an old Barts custom. For generations 
the Barts surgery has possessed a “ black-book’’ in 
which descriptions of such hardy annuals are entered. 
From it casualty officers have derived assistance, and 
readers have derived much amusement.! 

My first encounter with this disease (sub-species, 
laparotomophilia) fooled me completely. But the second 
time he was entered in the black-book and introduced 
to the casualty porter, who was told to remember him 
in future. Three years later he again deceived a new 
houseman, and was enjoying a very thorough abdominal 
examination in casualty, when the same porter looked 
through the screens. He was instantly recognised by 
the patient who shouted: ‘‘ Blimey, it’s you again,” 
and bolted into the street like a startled hare. I do 
not know the subsequent history of this patient, but it 
might have been of interest because his trousers remained 
on the couch. 

London, W.8. James T. HAROLD. 


RESULTS OF SURGERY IN SCIATICA AND LOW 
BACK PAIN 

Sir,—In their interesting article of Feb. 3 Mr. Burns 
and Mr. Young make two statements which, in my 
opinion, are not entirely correct—namely, that it is 
usually impossible to foretell which of the lower two 
dises is affected, and that at operation it is essential 
to explore both discs. I agree that it is usually impossible 
to foretell, from orthopedic or neurological signs, which 
of the lower two discs is affected ; but surely this can 
often be decided, before starting the physical examination, 
from the distribution of the sciatic pain ? This, of course, 
does not apply to patients with low back pain only. 
The majority of patients, if carefully questioned, localise 
the sciatic pain accurately to the distribution of the 
5th lumbar or Ist sacral nerve-root ; pain due to pro- 
trusion at the 4th dis¢ is situated mainly on the lateral 
side of the buttock in the region of the greater trochanter, 
down the lateral aspect of the limb, and in front of the 
lateral malleolus, whereas pain due to protrusion from 
the 5th disc is on the medial side of the buttock in the 
region of the ischium, down the posterior aspect of the 
limb, and behind the lateral malleolus.‘ ; 


1. Flavell, G. St. Bart's Hosp. Rep. 1937, 45, 187. 


‘type several times in the day. 


It is hardly necessary to emphasise the great value 
of a careful neurological history about the pain (which is 
usually the only complaint and sole reason for treatment), 
its distribution, how it has affected the patient’s life, 
and the result of previous treatment. This information 
not only provides the main considerations in deciding 
treatment, but, at the same time, it gives a better 
guide than physical signs to the level of the protrusion. 

When the pain is localised accurately to a typical root 
distribution, as in the majority of cases, only the affected 
dise need be explored ; it is certainly not essential to 
explore both 4th and 5th lumbar spaces. 


W. R. HENDERSON. 


BIRTHMARKS AND MOLES 

Simr,—Your annotation of Jan. 20 is of interest and 
importance. Since there is still no general agreement 
on the treatment of the common (or “ cavernous ’’) 
hemangioma of infancy and childhood, I investigated 
their natural history by leaving a series untreated in 
1945-46 (thus repeating the experiment of Lister +) 
together with a control series treated by the usual 
radiation methods. 

Lister’s findings were confirmed ; of 83 cases followed 
for three years 45 (54%) regressed spontaneously, and 
of 69 followed for five years 66 (96%) had more or less 
disappeared. Radiation or other treatment can make 
them disappear faster ; but this is usually unnecessary 
and therefore may well be considered undesirable unless 
there are positive reasons for treatment. 

These results were communicated to the fifth Inter- 
national Congress of Radiology in London last year, and 
I hope to publish the full details before long. 

Sheffield National Centre 

for Radiotherapy. 
BEDPAN EXERCISE 

Sir,—Your annotation of Jan. 27 does not refer to the 
type of bedpan under observation. The slipper model, 
which can be slid beneath the recumbent ‘patient, is 
much less exhausting for females who (since they cannot 
use a bottle) may need to hop on and off the conventional 
It is also easier for 


J. WALTER, 


the nurse. 
London, N.W.1. STELLA CHURCHILL. 


ELECTRIC POWER SHORTAGE AND HOSPITAL 
PLANNING 

Sir,—During the last twenty years, at least, a trend 
has been apparent in hospital design, in the direction 
of greater concentration in higher buildings. Much can be 
said in favour of this, and something, also, against it ; 
but all I wish to do in this letter is to call attention 
to the bearing on the question of a new factor, or at 
any rate of a factor which has forced itself on our notice. 
The higher the building the more is it dependent on 
lifts and the more paralysing is the effect of a failure 
of electric power. <A two-storey hospital without the 
use of its lifts suffers nothing much worse than serious 
inconvenience ; even a three-storey one can struggle 
along; but the mere thought of a hospital of six or 
more storeys deprived of its lifts makes one shudder. 
Hitherto, the risk of anything worse than rare and brief 
failures of electric power has been remote enough to be 
taken without much misgiving; but now there seems 
to be reason to fear that we have entered upon an era 
of recurring power shortage, possibly getting worse as 
time goes on. The bearing of this on hospital design 
has therefore become a matter calling for serious 
consideration. 

The question may seem a little academic at present, 
when the prospect of building the much-needed new 
hospitals seems to be moving into an ever more distant 
future with each year that passes. It would, however, 


1, Lister, W. A. Lancet, 1938, i, 1429. 
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be well to take advantage of the period of enforced 
inactivity, to discuss such questions and be ready with 
conclusions, in case happier times ever come again. 


London. T. S. McIntosu. 


TRAINING OF INVALID CHILDREN 


Srr,—In Prof. Alan Moncrieff’s address to the 62nd 
annual general meeting of the Invalid Children’s Aid 
Association (Laneet, 1950, ii, 494) he remarked that 
‘* the state of civilisation of a community can be deduced 
from the way it looks after its lame ducks—and duck- 
lings.’ This statement raises many important issues 
on which I would like your readers’ advice. What is 
the best way of looking after lame ducklings? In your 
report of the meeting you say that an appeal for £15,000 
was made for a holiday home for invalid children, but 
that it had previously been disclosed that the I.C.A. 
Association has an overdraft of about £12,000 and the 
excess of expenditure over income last year was £3000. 
Working in a country where many services for lame 
ducklings require development, I wonder how far it is 
justifiable to expend the time and energy of skilled 
workers and public money on children who can never 
utilise the training they receive. All that these invalid 
children require is someone to care for them and make 
them happy, and I feel sure this could be done on a 
more economical basis than the one now recommended, 
though I would welcome the opinion of your readers 
on this subjeet. In Malaya most of these children are 
cared for in their own homes, where some are well and 
others less well looked after, but the majority seem 
happy. I have no hesitation in recommending training 
for the blind and deaf and for certain classes of cripples 
who can become useful citizens ; but what of the others ? 


General Hospital, Penang, Malaya. C. ELAINE FIELD. 


TREATMENT OF THE AGED SICK 


Sir,—Irr his letter last week Dr. Brown refers to senile 
mental changes as a reason for a patient being confined 
to bed. Has he considered the other aspect of senile 
patients in this relation—confinement to bed as a cause 
of senile mental changes, ranging from exaggeration of 
normal involution to the “ vegetable”’ state? Lord 
Amulree and his colleagues (Jan. 20) do in fact mention 
the desirability of keeping the elderly patient mobile 
for physical, as distinct from mental, reasons. 

I feel that the relation between enforced bed rest and 
mental deterioration is not adequately stressed in our 
teaching or practice. In my opinion the mental failure 
is a direct result of the lowered blood-pressure, which 
follows rest, failing to force blood through the smaller 
cerebral vessels. The fact that visitors to the bedfast 
patient steadily decrease in numbers as the months and 
years go by, with a consequent reduction of the stimulus 
and outside interest which they afford, is a recognisedly 
important factor ; but it is not nearly the whole story. 


Blackrock, co. Dublin. Joun F. FLEETWOOD: 


Srr,—As one of those concerned with the care of the 
aged sick, I found Lord Amulree’s' article (Jan. 20) 
interesting but somewhat disappointing. In his survey 
he failed to mention that important clinical entity—the 
aged psychiatric patient. In my experience the ambulant 
senile confusional patient presents one of the major 
problems in geriatrics, but one that must be tackled if 
we envisage a comprehensive service in this branch of 
medicine. 

It is hoped to publish shortly the results achieved in 
the psychiatric department attached to the geriatric unit 
at this hospital. These results should prove encouraging, 
and help to illuminate a dark corner in geriatrics. 


Geriatric Unit, J. DE LarGy 
Langthorne Hospital, London, E.11. Senior Medical Officer. 


Public Health 


Smallpox 


WHEN 8.8. Strathmore arrived from Australia in the 
Port of London on Feb. 12, a 12-year-old girl passenger, 
who had embarked at Bombay on Jan. 26 was removed 
to St. Andrew’s Hospital annexe, Billericay, Essex, where 
she was diagnosed as smallpox. She was admitted to 
Long Reach Hospital, Dartford, on Feb. 14. 

She had sickened on Jan. 28, and a rash appeared on 
the 30th. On that day she was isolated in the ship’s 
hospital as a case of chickenpox. She was admitted as 
such to the hospital in Essex, but on Feb. 13 a review 
of the case and information that she had previously 
suffered from chickenpox led to a suspicion of smallpox. 
She had been vaccinated in infancy (two scars) and again 
before leaving India. The recent vaccination was 
unsuccessful. 

s.s. Strathmore called at Aden on Jan. 30, Suez on 
Feb. 2, Port Said on Feb. 3, and Marseilles on Feb. 7. 
Up to Feb. 20 there had been no further reports of 
smallpox or suspected smallpox among the passengers 
and crew. 

Influenza 


In England and Wales during the week ended Feb. 10, 
influenza deaths in the Great Towns fell from 61-2 to 
41-7 per million. The number of deaths fell most steeply 
in the East and West Ridings, the North Western, 
North Midland, Midland, Eastern, London, and South 
Eastern regions, and in Wales. There were\ smaller 
decreases in the remainder except the Northern region 
where there was an insignificant increase of 2 deaths. 
The proportion of influenza deaths in the age-groups 
55 and over rose to 91-5%,. : 

In the Great Towns pneumonia deaths fell from 830 
(last week) to 662. Pneumonia notifications in 
seen and Wales also fell from 3513 (last week) to 

91. 


In London there was a continued decline in the number 
of removals to hospital for pneumonia, influenza, 
and bronchitis, as also in pneumonia and influenza 
deaths 

Weekly claims on the National Insurance funds for 
the week ending Feb. 6 continued to fall. There were 
288,940 as against 350,714 the previous week. 

Influenza Abroad.—There is evidence of a high preva- 
lence of influenza in certain parts of Canada, which is 
understood to be due to virus A-prime. It is now 
reported that cases in the Yugoslavia outbreak have 
been due to virus B, and that virus A-prime has been 
identified in Italy. The disease is also reported in 
Germany, but the viral type has not, as far as is known, 
yet been established. 


Poliomyelitis 


In England and Wales notifications of poliomyelitis 
during the week ended Feb. 10 were as follows: paralytic 
12 (21), non-paralytic 7 (11); total 19 (32). Figures 
for the preceding week are in parentheses. The total 
is the lowest since the week ended April 8, 1950. 


Difficulties in the School Health Service 


In his report for 1949 on the school health service in 
Worcestershire, Dr. Wyndham Parker, the county 
and school medical officer draws attention to three 
difficulties : 

1. Dental Service.—As elsewhere in the country, the difficulty 
of retaining the school dental staff has become acute. “ Efforts 
have been made to try to maintain the service by approaching 
private dental practitioners, but the results in this connection 
have been small to date.” 

2. Hospital. Treatment.—Information is no longer readily 
available, as it was when the county council, through its 
education: committee, paid for such treatment. “ Reports 
are irregular and often very delayed.” 

3. Specialist Service.—Specialists, notably ophthalmologists 
and to a lesser’ extent orthopedists, are now so busy with 
other duties that the school health service has had to take 
second place. 
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Dr. H. M. Vernon, for many years a member of the 
scientific staff of the Industrial Health Research Board, 
was a pioneer in the application of scientific method and 
research to the problems of the conditions affecting 
thosé who work in factories. 

Born in 1870, he was educated at Dulwich College and 
Merton College, Oxford, to which he obtained a science 
scholarship. In 1891 he took first-class honours in the 
chemistry and physiology schools. As an added interest 
he studied biology, and with a biological scholarship in 
1894 he worked at the Marine Biological Station at. 
Naples, where he specialised 
in a statistical study of the 
effects of environment and 
cross-fertilisation on the 
growth of sea-urchin larve. 
He obtained the Rolleston 
prize, the George Henry Lewes 
scholarship, and a Radcliffe 
travelling fellowship, and he 
held a university ljectureship 
in chemical pathology before 
taking his medical degree in 
1898. 

Shortly afterwards he was 
elected to a fellowship at 
Magdalen College, Oxford, 
which he held till 1920. There 
he settled down to teaching 
and research work in physio- 
logy. But the 1914-18 war 
ea diverted his interest and he 
became for a time a worker in a munition factory in 
Birmingham. His medical and scientific training opened 
his eyes to the environmental problems of industrial 
workers. When the Health of Munition Workers’ Com- 
mittee was appointed in 1915 to study the human 
problems of the industry, Dr. Vernon was one of the 
first investigators appointed. His early work on hours of 
labour has been of great practical importance, and 
he also introduced a method of studying the effects 
of hours of work on health and output. These findings 
were embodied in his official memoranda on Industrial 
Efficiency and Fatigue in Munition workers published 
between 1915 and. 1918. 

When the Industrial Fatigue (Health) Research Board 
was instituted at the end of the war, Dr. Vernon was 
offered a post. The rest of his working life was spent in 
research concerned with tinplate workers, blast- ace 
workers, and coalminers, particularly from the point of 
view of atmospheric conditions, heating and ventilation 
in potters’ shops, rest pauses, accidents, and allied subjects. 

After he retired in 1932 he occupied himself in writing 
and he also found more time to watch the cricket matches 
which he so greatly enjoyed. Apart from articles in 
scientific journals he published in these years authoritative 
books on The Principles of Heating and’ Ventilation 
(1934) The Shorter Working Week (1934), Accidents and 
their Prevention (1936), Health in Relation to Occupation 
(1939). All these works show clearly how Dr. Vernon’s 
scientific training, both in the organic and inorganic 
field, helped him to recognise allied problems in a different 
field and gave him the tools with which to collect and 
analyse his data. tle died on Feb. 11 after a long life 
spent in work he loved. 

Dr. Vernon married Miss Katharine Ewart. She 
survives him with a son and three daughters. 


CHARLES PYE OLIVER 
C.B., C.M.G., M.D. Lond., D.P\H. 

‘Dr. Pye Oliver, who died on Jan. 28 in his 90th year, 
had ‘served Maidstone as a townsman and a doctor for 
well over half a century. His family had a tradition of 
civic service, for his father, Dr. J. Oliver, was an alderman 
and mayor of Maidstone. Fe 

Dr. Oliver received his medical education at Charing 
Cross Hospital and University College Hospital. As soon 
as he obtained the L.s.A. in 1885 he started in practice at 
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Gabriel’s Hill, Maidstone} but he continued with his 
studies and he obtained in*turn the Conjoint qualifica- 
tion in 1887, the M.B. in 1885, and the M.D. in 1892. His 
interest in public health had already been aroused, and 
in re) he took the D.P.H. and his M.D. in State medicine 
in 1902. 

Meanwhile in 1899 he had been appointed medical 
officer of health for Maidstone. Contemporary interest in 
raising standards of thhealth and hygiene gave him 
opportunities which he was quick to seize, and he 
started the maternity and school medical services of the 
town on a sound foundation. Besides these official duties 
he acted as physician to the West Kent Hospital, in 
addition to running his practice, and in these early days 
most of his visits were paid on horseback. 

As early as 1887 he had joined the Old Maidstone com- 
pany of the Volunteer Medical Staff Corps. Later he 
became surgeon of the corps and eventually succeeded 
to the command with the rank of major. He represented 
the corps at the funeral of Queen Victoria. In 1913 he 
was appointed honorary surgeon to the King for his 
work for the field ambulance service in Kent. 

During the 1914-18 war he served in France with the 
67th division and he was three times mentioned in 
despatches. Later he became A.D.M.S. of the 67th 
division, and the 23rd Army Corps. In 1918 he was 
appointed c.M.G. and in 1927 c.B. After the war he con- 
tinued his association with the Regular and Territorial 
Armies and he became honorary colonel of the R.A.M.C. 
units of the 44th division of the Territorial Army. 

Dr. Oliver worked for his county as well as his town 
and in 1920 he became a J.P. for Kent, sitting regularly 
on the Bearsted bench. In 1931 when he retired he was 
appointed a deputy lieutenant of the county. During 
the late war, though he was in his 80s, he was county 
controller of the V.A.D., and he also worked for the 
British Red Cross Society and the Order of St. John of — 
Jerusalem. 

Since 1919 Dr. Oliver had been a widower, but he 
leaves four sons and one daughter. A son has followed 
his father in practice in Maidstone. 


Dr. ALBERT JACOBUS STALS, the South African 
minister of health and social welfare, who died at Cape 
Town, on Feb. 5, was a graduate of medicine and law 
of the University of Dublin. He qualified in 1909, taking 
his M.D. the following year. He was a member of the 
South African parliament from 1924 to 1933 and again 
from 1948 onwards. Dr. Stals was made minister of 
education and of health and social welfare when the 
Nationalist government was formed in 1948; but he 
gave up the portfolio of education in 1949. 


Appointments 


ApAMs, A. V., M.A., M.B.Camb.: resident M.O., Ipswich Borough 
. General Hospital. 
BIGGAM, JAMES, M.C., M.B. Edin., D.O.M.S.: asst. ophthalmologist, 
Glasgow Eye Infirmary. ¢& 
CROWLEY, NORA, M.B. N.U.I. : asst. M.O., maternity and child welfare 
and school medical inspection, Northampton. 
Gitmour, Davip, M.D. Edin., D.P.M.: consultant psychiatrist, 
Glasgow Royal Mental Hospital, Killearn Hospital and 
Lansdowne Clinic, Glasgow. 
MCALPINE, D. F., M.B. Glasg., D.A.: anesthetist, Ballochmyle 
Hospital. 
T. J., M.R.C.S. 


consultant ophthalmic surgeon, St. Helens 
Hospital and Newton-le-Willows Hospital. 

Pizey, N. C. D., M.B. Lond., F.R.c.8. : house-surgeon (senior house- 
officer grade), Hospital for Sick Children, Great Ormond 
Street, London. 

RANKIN, A. L. K., M.D. Edin., D.P.H.: physician-superintendent, 
Belvidere Infectious Diseases Hospital, Glasgow. 

RITCHIE, W. M., M.B. Aberd., D.L.O.: consultant ear, nose, and 
throat surgeon, Falkirk and district hospitals and Stirling and 
Clackmannan hospitals. 

SHanks, A. G., M.B. Glasg., D.P.H., D.O.M.S.: ophthalmologist, 
hospital and school eye service, Lanarkshire. 

SHEPHERD, J. A., M.D. St.And., F.R.C.8.E.: consultant general 
surgeon, Broadgreen Hospital, Liverpool. 

STANLEY, D. A., M.D. Lond. : consultant pathologist, Bootle General 
and Waterloo and District Hospitals, Liverpool. 

TayLor, IAN, M.D. Lond., M.R.C.P.: senior M.O. (epidemiology), 
London County Council. 

Colonial Service : 

CUMMINS, GERALDINE, M.B. Camb., M.R.C.P.: M.O., Federation of 


Malaya. 

DaviEs, ©. S., M.R.C.S., D.P.H.: asst. director of medical services, 
Nyasaland. 

Lawson, T. L., M.B., M.CH. Dubl., F.R.C.S.E., D.T.M. & H.: senior 
specialist, Nigeria. 

MACKINTOSH, G. S. M., M.B. Aberd.: M.O., Nigeria. 
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Notes and News 
APPROVED NAMES FOR DRUGS 


Tue British Pharmacopeia Commission have added five 
approved names to the supplementary list they published 
last year (Lancet 1950, ii, 422) : 

Approved names 


Other names 
. 56-Ethyl-3 : 5-dimethyloxazolidine-2 : 


Paramethadione 
4-dione. 
Paradione, 
Ethopropazine -Diethylamino-n-propyi) phenothia- 
zine. 
Lysivane is the hydrochloride. 
Diethylearbamazine .. 1-Diethylcarbamy]-4-methylpiperazine. 
Banocide is the dihydrogen citrate. 
Hetrazan is the dihydrogen citrate. 
Lucanthono . 1-2’-Diethylaminoethylamino-4-methyl- 
hiaxanthone. 
Nilodin is the hydrochloride. 
Solapsone . Tetrasodium 4 : 


4’ - bis- (y- phenylpropyl- 

amino) diphenylsulphone- : y:%’: :- 
tetrasulphonate. 

Sulphetrone. 


TUBERCULOSIS 

“I po not admit of pessimism, but optimism is difficult,” 
a correspondent recently wrote to Sir John Charles, chief 
medical officer of the Ministry of Health. In quoting the 
letter at the annual luncheon of the Joint Tuberculosis 
Council, on Feb. 17, Sir John remarked on his own different 
outlook: “I do not admit of complacency, but pessimism is 
difficult.” Since July 5, 1948, he said, over 3500 tubercu- 
losis beds have been added to the complement in England and 
Wales, and further additions are expected in the next six 
months; in the past year whole-time tuberculosis nurses 
have increased by 700, and part-time nurses by 150; B.c.c. 
vaccination is now well established, 30,000 people having 

‘yeceived it already, and an. immunisation-rate of 5000 a 
month is contemplated in the near future. Since the start 
of the National Health Service the number of mass-radio- 
graphy units in action has risen from 30 to 60, and some 
11/, million people are now being examined yearly. 

Dr. Peter Edwards, the chairman, in answer to Sir John 
Charles’s toast of The Council, made a rallying reply on the 
recent mitosis at the Ministry. Sir Robert Young, in a kind 
and elegant speech, proposed the toast of The Guests; and 
Dr. Hugh Clegg, replying, related a parable. Two skeletons, 
he said, hanging in a remote corner of an old mansion, were 
arguing about their situation. ‘Say what you like,” one 
of them finally declared, “if we had any guts we could get 
out of this cupboard.” 


MEDICAL GAS CYLINDERS 


A FURTHER meeting of the Conference on Medical Gas 
Cylinders was convened by the Association of Anesthetists 
on Jan, 24. The conference received a report that provisional 
agreement had been reached between representatives of the 
United Kingdom and the U.S.A., at a meeting of the Inter- 
national Standards Organisatigp, regarding the introduction 
of certain colour markings and of non-interchangeable 
couplings for medical gas cylinders, with a view to eliminating 
the possibility of using the wrong gas. The agreement 
requires ratification by the appropriate bodies in each country. 
This is now being sought, and it is hoped that these proposals, 
which have been accepted by the International Standards 
Organisation, will soon take effect. 


TOXIC SPRAYS 


Tue Manchester Guardian (Feb. 16) reports that the 
National Farmers’ Union have recommended that farmers 
using toxic sprays should ensure that : 

Operators wear protective clothing. 

Proper facilities for washing are provided near the scene of spray- 
i operations. 
nf imits are placed on the period of work each day and the total 
period in each week. “: 

Adequate supervision of workers using toxic substances is made. 

No food or drink is consumed within the spraying zone. 

Proper decontamination of machinery and equipment is carried 
out immediately after use. 


Attention was drawn last year to the dangers of some of 
the newer insecticides by Dr. James Wilson, secretary of the 
American Medical Association’s council on pharmacy, and 


by Dr. Donald Hunter in his Ernestine Henry lecture to the - 


Royal College of Physicians (Brit. med. J. 1950, i, 449, 506 ; 
Lancet 1950, i, 407). 
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WEST LONDON RHEUMATISM DEPARTMENT 


More than a thousand new patients are seen each year 
at the West London Hospital’s department of rheumatic 
diseases ; and the department’s attractively designed report 
for 1950 illustrates the many different activities of workers in 
this field. The papers published in the report include a lecture 
given by Prof. Philip Hench when he visited the department, 
an account of a tour in America by one of the staff, and the 
diary of a patient with rheumatoid arthritis while under 
treatment with ‘ Cortisone ’ and A.c,'T.H. 


DIRECTORY OF INTERNATIONAL SCIENTIFIC 
ORGANISATIONS 


Detatts of the aims, facilities, publications, and governing 
bodies of more than 150 international scientific bodies are given 


_in this Unesco handbook, which is now available at H.M. 


Stationery Office (6s.). The organisations are grouped under 
three headings: basic sciences, applied sciences, and the 
ever-hospitable ‘‘ miscellaneous.” edicine takes its place 
among the applied sciences, and 59 organisations are listed. 
The handbook offers a great deal of information, not otherwise 
readily accessible, in a convenient and readable form. 


OFFICE ROOMS NEEDED 


Tue British Epilepsy Association, founded last year as a 
memorial to Dr. Tylor Fox, has made good progress. So 
far it has been housed in the building occupied by the National 
Association for Mental Health; but there is only room for 
one worker in the space available, and the time has now come 
when the British Epilepsy Assoviation needs clerical staff 
if its plans are to develop. The honorary secretary asks for 
news of one or two office rooms in a central position, and at 
a moderate rent, which might be suitable for this young and 
growing body. Anyone able to suggest appropriate quarters 
is asked to write to Miss Irene Gairdner, at 39, Queen Anne 
Street, London, W.1. 


PROSPECTS IN THE DESERT 


“ Ip ye be willing and obedient, ye shall eat the good of the 
land ; but if ye refuse and rebel, ye shall be devoured with 
the sword: for the mouth of the Lord hath spoken it.” Thus 
wrote Isaiah over 2600 years ago. 


Today the prophets exhort us to apply scientific principles . 


and techniques to farming throughout the world, that we 
may become well fed and prosperous ; otherwise we shall die 
in our millions of starvation and in the civil wars and epi- 
demics that accompany famine. The message is clear and 


‘simple ; if we die, it will not be for lack of forewarning. The 


chief prophet, Lord Boyd-Orr, speaks to the world with the 
full vigour of stern Scottish evangelism; minor prophets 
follow with varying success. Among these Ritchie Calder, 
with his new study of desert civilisations,’ is assured of a high 
place. Calder was asked by UNEsCo to investigate the problem 
of developing for human use the vast desert surfaces of our 
planet. He limited his study to the deserts of North Africa 
and the Middle East, visiting Algeria, Tunisia, Tripolitania, 
Cyrenaica, Egypt, Iraq, Iran, Israel, and Cyprus. He used 
every ancient and modern means of transport and was accom- 
panied only by Raymond Kleboe, whose beautiful photographs 
help towards a proper understanding of the book. Calder has 
a sense of science and a sense of history and also a peculiar 
appreciation of values in a civilisation. From all his cameos 
there stand out in close association the art and skill of the 
water-engineer, the efficiency of the farmer, the health and 
energy of the people, and the level of their culture. Throughout 
history these are intimately interwoven, and there seems.no 
escape from the conclusion that water-engineering was and 
remains the foundation on which all our high civilisations 
ultimately stand. If the water-engineer fails, then mankind 
cannot prosper and the arts die. é' 

Calder gives his message simply, even ruthlessly ; but the 
breadth of his knowledge and the sureness of his judgments 
make the book fascinating and exciting. Although in most 
places he visited the state of agriculture and the condition of 
the people was poor and often pitiable, yet in every country he 
met a few scientifi¢ people captivated by the desert and 
confident that much of it could be reclaimed for agriculture. 
Applied science has already yielded impressive results. There 
is, for example, the great work of the Jewish collective settle- 
ments (kibbutzim) in bringing the deserts of Palestine 
back into cultivation ; and also the successful banishment of 


1. Calder, R. Men against the Desert. London: George Allen & 
Unwin. 1951. Pp. 186. 128. 6d. 
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malaria from Cyprus. The bock ends with the words of an 
old French Colonial officer, just about to retire, on parting 
from Calder in the Kasserine Gap: ‘‘ Tell me that there are 
in the world ten men who believe t that the desert can be made 
to blossom—ten men who believe that we can redeem the 
stupidities of mankind—and I shall die happy.” 


University of Cambridge 

On Feb. 9 the following degrees were conferred : 

MD—* J. P. Bull, M. M. Bull, J. A. Cosh, C. A. de Candole, 

R. Miles, E. G. Sita-Lumsden, 
pjohn, John Vallance-Owen. 
-Chir.—* Vera Armett, M. 
Guiver "*W. R. Jockes * C.D. Lacey, K. G. P. Mackensic, F. Ww. 
Pribram, * G. E. Sayce. 
* By proxy. 

University of London 

The governing body of the British Postgraduate Medical 
Federation has awarded travelling fellowships for 1951-52, 
tenable for one year, to: W. A. Briscoe, B.M., of the Post- 
graduate Medical School of London (respiratory function, 
U.S.A.) ; H. McK. Carey, M.B., F.R.C.S.E., M.R.0.0.G., of the 
Institute of Obstetrics and Gynecology (uterine physiology, 
Canada and U.S.A.); J. A. Carr, F.2.c.s., of the Institute 
of Urology (calculus formation, U.S.A.) ; J. O. Laws, M.RB.c.P., 
of Guy’s Hospital Medical School (cytology, France); R. B. 
Lynn, M.D., F.R.C.8., of the Postgraduate Medical School of 
London (cardiovascular surgery, U.S.A.). 


University of Birmingham 

Dr. A. P. Thomson, professor of therapeutics in the univer- 
sity, has been appointed dean of the faculty of medicine in 
succession to the late Sir Leonard Parsons. 


University of Manchester 

The Queen will attend a congregation to be held on May 13, 
in celebration of the centenary of the Owens College, to 
receive the honorary degree of LL.p. The other graduands 
will include Sir John Stopford, F.R.s., vice-chancellor of the 
university since 1934. 


Royal College of Surgeons 

At a dinner held on Feb. 14, to mark the 223rd anniversary 
of John Hunter's birth, Mr. H. A. Marquand, the new 
Minister of Health, said that a great opportunity lay before 
him. The transfer of responsibility for housing to the 
Ministry of Local Government and Planning left him free 
to concentrate on the health services as could no Minister 
since Mr. Lloyd George formed the department in 1919, 
with Lord Addison at its head. (Lord Addison, a fellow of 
the college, was present at the dinner.) Mr. Marquand 
declared that his aim was to learn, not only about the National 
Health Service and its various institutions, but also about 
the traditions of the medical and allied professions. With 
his university background he would be especially sympathetic 
towards claims for medical education or research; and he 
appealed for the codperation of all doctors to build up a 
service that would be of real value to the people. Mr. 
Marquand was proposing The College; and in his reply 
Sir Cecil Wakeley, the president, dwelt on the activities of 
the past year. In 1950, he said, the law decided that the 
college was a charity and that the Middlesex Hospital was 
not nationalised, while in 1951 the law decided that the 
Middlesex Hospital was nationalised and the college was not 
a charity. [Lancet, 1950, ii, 155; Feb. 17, 1951, p. 405.] 
‘“* Very perplexing! . . . the college at any rate is not letting 
its uncharitable status pass unchallenged and is taking the 
to the House of Lords.” Turning to examinations, 

Sir Cecil remarked that an agreement for reciprocity of 
primary fellowship examinations had been reached by the 
three Royal Colleges of Surgeons and the Royal Faculty of 
Physicians and Surgeons of Glasgow. “ This arrangement 
will alleviate the hardship caused to men who at present 
feel the need to pass more than one primary examination 
while still not in a position to know which fellowship they 
will eventually wish to hold.” As to finance, the college, 
with great projects in hand, had its anxieties; a further 
£400,000 or so was needed for building alone. In replying 
for The Guests to a toast by Prof. Ernest Finch, the Arch- 
bishop of York owned that he had found some difficulty 
in briefing himse!f; for a well-known book of quotations 
cited, among many references to surgeons, only one that 
was laudatory. Mr. P. H. Mitchiner proposed the Hunterian 
Orator, and Sir Max Page, this year’s orator, replied. 


University of Sheffield 

Dr. C. M. Scothorne has been appointed honorary demon- 
strator in aera Dr. Cedric Harvey clinical teacher in 
child health, and Dr. J. Walter clinical teacher in radiology. 


Royal College of Physicians of London 

Prof. K. J. Franklin will deliver the Oliver-Sharpey lectures 
on Tuesday and Thursday, March 13 and 15, at 5 p.m. at the 
college, Pall Mall East, S°W.1. He is to speak on Aspects of 
the Circulation’s Economy. 


Ministry of Health 

The of Mr. H. A. Marquand, has 
appointed M . W. Bavin to be his principal private 
secretary, poy Mise 1 L. R. Prescott to be his assistant private 
secretary. 
Harveian Society of London 

Sir James Learmonth will deliver the Harveian lecture to 
this society on Thursday, March 15, at 8.15 P.m. at the 
Royal College of Surgeons, Lincoln’s Inn Fields, London, 
W.C.2. He is to speak on the Surgery of the Spleen. 


Ulster Pediatric Society 

At. a meeting of this society on Feb. 7, with Dr. Rowland 
Hill in the chair, Dr. Joan Logan spoke on Renal Acidosis, 
Dr. R. J. Young on Cystic Disease of the Lung, Dr. A. W. 
Dickie on 8.c.G. Vaccination in Tuberculous Families in 
Sweden. 


Ophthalmologists Fees 

At a meeting on Feb. 9, the N.O.T.B. Association unani- 
mously resolved that they could not accept the validity 
of a reduction in the fee for medical examination through 
the supplementary ophthalmic service to £1. They held that 


any fee below 25s. was inequitable and would not beaccepted 


save under duress. The association is circularising, all its 
medical members giving full particulars of the stand taken. 


Kingston Victoria Hospital 
After discussions between the Minister of Health and a 
deputation led by Mr. J. Boyd-Carpenter, m.P., on the plan 
to convert the Kingston Victoria Hospital from a general 
hospital into a gynecological unit the following 
statement was issued : 


The Minister explained the general proposals of the south-west 
metropolitan regional hospital board which have led to the Lary 99 
situation. Members of the deputation put a number of points to 
the Minister and the Minister undertook to consider these points. 


A New Chair at Yale 


Dr. J. F. Fulton has retired from the chair of physiology 
at Yale to accept a new appointment, also at Yale, as Sterling 
professor of the history of medicine. It is expected that Dr. 
Fulton will develop a small university department in the field 
of the history of medicine and science in the historical division 
of the Yale medical library. He will have an honorary appoint- 
ment in his old department and will continue with certain 
phases of eee research important for the present war 
emergency. 

Slimming on Television 

For the next three to four months viewers will be able to 
watch the progress of two women who are taking part in a 
slimming experiment under the supervision of Dr. David 
Edwards of University College Hospital. On Feb. 27, a 
television cookery expert will discuss a special diet and 
Dr. Edwards will explain the medical aspects of slimming. 
The two women will appear in future Designed for Women 
programmes, when they will be weighed and measured and 
will describe their reactions to the diet. 


£1000 to be Recovered from Dentist 

Mr. Hector McNeil, Secretary of State for Scotland, has 
directed the Executive Council for Ayr County to recover 
£1000 from a dentist. The dental service committee had 
found that in treating six of his patients this dentist 
had failed to employ proper skill and attention. His 
offences included failure to undertake fillings which were 
obviously necessary, and proposals to carry out multiple 
extractions and to provide full dentures in excess of the 
treatment required. Four of the six patients he failed to 
advise as to the whole treatment necessary. He also failed 
to produce records when asked for them by a dental officer 
of the Department of Health; and he admitted that all his 
records had been destroyed. 
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Society of Chiropodists 

The annual convention of the society will take place on 
April 26, 27, and 28, at Friends House, Euston Road, London, 
N.W.1. Sir Henry Cohen will open the convention, and other 
speakers will include Lord Amulree and Mr. T. T. Stamm. 


Association of French-speaking Pediatricians 

The association will hold its 13th congress at Algiers from 
May 7 to 9. Further particulars may be had from the 
Expansion Scientifique Frangaise, 23, rue du Cherche-Midi, 
Paris, vi. 


International Congress of Gynecology 

To celebrate their jubilee the French Society of Gynecology, 
in collaboration with Unesco, are holding an international 
congress at the Centre Marcellin-Berthelot, 28 bis, Rue 
St. Dominique, Paris, from June 23 to 29. Further informa- 
tion may be had from Dr. Maurice Fabre, secretary-general, 
1, rue Jules Lefebvre, Paris, rxe. 
South African Minister of Health 

Dr. Karl Bremer has been appointed South African minister 
of health and social welfare in succession to the late Dr. Stals. 
Dr. Bremer obtained his M.B. degree at Cape Town University 
in 1935 and his F.R.c.s. in 1938. On his appointment as minister 
he resigned from the presidency of the South African 
Medical Council, an office which he had held for many years. 
C.M.F./M.E.F. Physicians’ Reunion Dinner 

This dinner will be held this year in the hall of the Royal 


College of Physicians of Edinburgh on Saturday, May 12.. 


Any physician who served in these Commands during the 
war should write to the Edinburgh secretary, Dr. R. W. D. 
Turner, 20, Warriston Crescent, Edinburgh. 


South Wales Medical Ex-Service Association 


This association will hold their annual reunion dinner on 


Saturday, March 3, at the Park Hotel, Cardiff, at 7.45 P.M. 
Colonel D. P. Holmes will be in the chair. Tickets Coe 6d.) 
may be had from the hon. secretary, Mr. C. W. D. Lewis, 
surgical unit, Royal Infirmary, Cardiff. : 


The Minister’s Reception 

On Friday last Mr. Hilary Marquand, the Minister of 
Health, held a reception at the new office of his Ministry 
in Savile Row. The move from Whitehall, where the Ministry’s 
present offices will be occupied by the Minister of Local 


Government and Planning, is taking place gradually over 
the next few weeks. 


London Hostel for Tuberculous 

At the end of last year the Ministry of Health approved 
in principle of the London County Council’s proposal to provide 
hostel accommodation for people with tuberculosis who are 
infectious but are unlikely to benefit by further sanatorium 
treatment and who have no suitable home of their own 
(see Lancet, 1950, ii, 779). The L.C.C. announce that they 
are now setting up a hostel of this kind for 35 men in Islington. 


World Health Organisation 

Japan has applied for full mamas in W.H.O. The 

plication has been placed on the agenda of the World 
Health Assembly due to open on May 7in Geneva. According 
to the W.H.O. constitution, States not belonging to the 
United Nations can be admitted as members by simple 
majority vote of the assembly. To date, 74 countries have 
joined W.H.O. and one country, Southern Rhodesia, has been 
admitted as an associate member. 


Mr. C. Price Thomas, under the auspices of the British 
Medical Association and the British Council, is spending 
two weeks in Yugoslavia lecturing and giving demonstrations 
of the surgical treatment of tuberculosis. He is accompanied 
by Dr. Robert Machray and Mr. Peter Jones. 


The Royal Society for the Prevention of Cruelty to Animals 
has issued the 7th edition of its booklet on First-Aid and 
Fire Precautions. Copies may be obtained, price 6d., from 
the society, 105, Jermyn Street, London, S.W.1. 

CoRRIGENDUM : Potassium Deficiency in Idiopathic Steator- 
rhea.—Dr. Lubran and Dr. McAllen inform us that in the 
report the blood chemistry of their patient (Lancet, 
Feb. 10, 321) the figures for sodium should have been 
301 mg ” 30-9 m.eq.), for calcium 7-6 mg, (3-8 m.eq.), and 
for 3-2 mg. m.eq.). 


Diary of the Week 


FEB. 25 TO MARCH 3 


Monday, 26th 


. UNIVERSITY OF LONDON 


5.30 P.M. Gathiee School of Hygiene, Keppel Street, W.C.1.) 
Prof. J. Engelbreth-Holm (Copenhagen): Folic Acid and 
Growth umours, e Rous Sarcoma. 
INSTITUTE OF OPHTHALMOLOGY, Judd Street, W.C.1 
5.30 P.M. Mr. R. C. Davenport : Clinical’ Fibtare of the Normal 
and Abnormal Macular Region. 
Society 


30 P.M. (Mansion House, E.C.4.) Mr. William Tanner: The 
Man John Hunter Rejected; The Man John Hunter 
Selected : Retrospect and Proueect. (Hunterian oration.) 


Tuesday, 27th 


UNIVERSITY COLLEGE, Gower Street, W. 
5.15 P.M. Dr. McKeen Cattell (New York) : Observations on the 
of Action of the Digitalis ‘Glycosides on Cardiac 
uscle 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 P.M. (London School of Hygiene.) ig J.R. Squire: Tissue 
Reactions to Protein Sensitisatio: 
ae OF NEUROLOGY, The National ‘Hospital, Queen Square, 


5 P.M. Prof. H. Hyden (Gothenburgh): Chemical Changes, in 
Nerve Cells with Respect to Function and Age. 


Wednesday, 28th 


OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
M. Dr. Ruth Bowden: actors Influencing Functional 
Hen engi of Peripheral Nerve Injuriesin Men. (Hunterian 
ecture 
INSTITUTE OF OPHTHALMOLOGY 
5.30 P. i Pei Norman Ashton: New Vessel Formation in the 
etina. 
MEDICAL SociETY OF LONDON, 11, Chandos Street, W.1 


8.30 P.M. Dr.S. Cochrane Shanks: Influence of ee on the 
pesenots of Abdominal Disease. (Second mian 
UNIVERSITY OF GLASGOW 
4.30 P.M. (Chemistry Department.) Dr. H. P. Himsworth: 
Nutritional Factors in Liver Disease. (Noah Morris 
lecture.) 
Thursday, Ist 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 P.M. Prof. T. McKeown: Congenital Malformations. 


mas OF DERMATOLOGY, St. John’s Hospital, Lisle Street, 


5p.M. Dr. S.C. Gold: Eruptions of the Hands. 
LIVERPOOL MEDICAL INSTITUTION, 114, Mount Pleasant, Liverpool, 3 
8Pp.M. Prof. R. A. Willis: Diagnostic Errors in Tumour Cases. 
UNIVERSITY OF ST. ANDREWS 
5 P.M. (Medical School, Small’s Wynd, Dundee.) Dr. H. P. 
Himsworth: Nutritional Factors and Liver Injury. 


Saturday, 3rd 


Dr. W. Russell Brain, P.R.C.®. : 
address to 
rheumatic diseases.) 


Births, Marriages, and Deaths 


BIRTHS 
pa raneo oe Feb. 14, in London, the wife of Dr. John H. Glyn 


Lavra, On ES. 15, at Plymouth, the wife of Dr. H. K. N. Lister 
—a daughte 
MacKE.Liar.—On Feb. Hed - Heckmondwike, the wife of Dr. John 


MacKellar—a 
Mann.—On Feb. 6, pn the wife of Dr. Trevor P. Mann— 


a@ son. 
RopGERS.—On Feb. 9, the wife of Dr. W. B. Rodgers—a son. 


MARRIAGES 


ALDER—REW.—On Feb. 10, at Appleshaw, Hants, Kenneth 

Vassall Calder, M.B., to Cynthia Branfill Rew. 
JoHNSON—NOBLE.—On Feb. 10, at Newcastle apon Tyne, Gordon 
Trevor Johnson, M.B., to Helen Margaret Noble, M.B. 


DEATHS 


BRAYNE.—On Feb. 2, William Frederick Brayne, M.B. Edin., 
lieut. I.M.8. retd. 

Brown.—On Feb. 14, in London, : Bones Robert Brown, 0.B.E., 
L.R.C.P.E., lieut. -colonel, 1.M.8. 

Brown. Feb. 11, in London, Willie Armour Brown, M.B. Edin., 
F.R.C.S 

BUCKLEY. pear, Feb. 13, at Onchan, Isle of Man, Charles Herbert 
Buckley, M.R.C.8., L.D.S., ag 

Feb. in Violet Alice Penrose Coghill, 
M.B. Edin., aged 83. 

Lockwoop.—On Feb. 13, at Worthing, Dora Elizabeth Lockwood, 
L.R.C.P.E., aged 88, 

MAINPRISE.—On Feb. 16, at Aldershot, Cecil Wilmot Mainprise 
D.S8.0., Major-general, A.M.S. re’ 

REWCASTLE.—On Feb. 18, Attracta Genevieve Rewcastle, 0.B. wi 
M.B. N.U.L. 
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Oral 


ORAL TABLETS—BOOTS 


are prepared from penicillin G (crystalline 
potassium salt), This salt is not only 
very stable but has the advantage that the 
characteristicflavour of theantibioticis less 
pronounced than withother pencillin salts. 

Penicillin Oral Tablets—Boots can be 


used for treating adults (except in very 
serious conditions). They are particularly 
suitable for children when repeated in- 
jections may be a serious obstacle to 
treatment. 


Tablets. of 100,000 1.U. — containers of 10, 20, 100 or 500. 
Tablets of 200,000 1.U. — tubes of 10. : 


Because of their small size, these tablets are 
specially suitable for the oral administration of 
penicillin to infants and young children. 


Literature and further information from the Medical Dept., 
_ BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND. 
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THE THERAPY ASTHMA 


HE treatment of asthma demands consideration 
of underlying causes and factors. The former 

are variable, but the underlying factor—broncho- _{f 
spasm—is always the same. 
Whether the cause is removable or not, the broncho- | 
spasm can be treated successfully with FFLSOL. 


Chronic cases yield to patient treatment with l 
FELSOL—the preparation which has long enjoyed i 
the confidence of the medical profession and has I 
been prescribed consistently by doctors in hospital, 
private practice and Government Departments. || 


NO MORPHIA—NO NARCOTICS POWDERS ] 
for ASTHMA 
Physicians’ samples and literature willingly sent on request , 


BRITISH FELSOL COMPANY LTD., 206 212 St. John St., London, E.C.1. Telephone : Clerkenwell 5862. Telegrams : Felsol, Smith, London 


BARBURAL ~~ 


The New Hypnotic - Sedative 


‘BARBURAL Each Tablet contains Cyclobarbitone Calcium..........gr- 1. 
Bromvaletone B.P.C. _ gr. 4. 


“BARBURAL has the advantage of a very small Barbiturate dose 
‘BARBURAL is indicated as a sedative and hypnotic in insomnia and nervous conditions 
“BARBURAL is a safe rapidly acting hypnotic with prolonged sedative effect 


‘BARBURAL is issued in tins of 100 & 500 tablets. 
Literature & samples on request 


Amber Pharmaceuticals Limited 


Manufacturers of Fine Chemicals and Pharmaceutical Products 


BYRON HOUSE, 7-9, ST. JAMES STREET, LONDON, S.W.1. 
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WHEN PRESCRIBING CHLORODYNE 
N medical men should be y 


THE SPECIFIC AGENT 
AGAINST GRAM-NEGATIVE 


_ ORGANISMS HENOXET OL 


particular to specify 


Brow 


The Original and 
only genuine Chlorodyne 


NIPA 


Phenoxetol is effective against Penicillin resistant organisms 

and compatible with Penicillin. 

Phenoxetol is not inactivated in the presence of serum. 

Phenoxetol is especially effective against gram-negative 
i including Ps. pyocyanea. It is used by local 


organisms 
application in the treatment of infected wounds...abscesses 
...indolent ulcers ...associated with Ps. pyocyanea. 


Phenoxetol is very effective in pyocyanea infections of burns 
or superficial wounds. It is especially useful in the prep 
aration of surfaces for skin grafting associated with Ps. 


yocyanea, and may also be used together with Penicillin 
in solutions and creams. 


Phenoxetol should not be used for parenteral injection. 


we see © References: Lancet. 1944, 247, pp. 175 and 176 British Medical 
by the Medical Profession journal: 1946, 1, p. 50 Pharmaceutical jou 


Journal: 1945, 155, p.245. 
in all t of the world Original Bottles — 100 cc., 250 cc., 500 cc., 1,000 cc. and 2,000 c.c. 
for over 100 YEARS NIPA LABORATORIES LIMITED 
TREFOREST TRADING ESTATE NR. CARDIFP 
Always insist on Telephone: Taffs Well 128 


‘*Dr. Collis Browne’s’’ Sole Distributors for the United Kingdom: 


P. SAMUELSON & CO. 


ZONDEK’S ORIGINAL METHOD ‘ADAPTED TO ORAL TREATMENT 


AMENORRHOEA 


AMENORONE 


ROUSSEL 
10 mg. Ethisterone and 0.01 mg. Ethinyl Oestradiol per tablet 
Boxes of 20 tablets intended for a 5-day course 


CAN BE PRESCRIBED UNDER THE N.H.S. 
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in the treatment of 


GRAVITATIONAL AND TROPHIC ULCERS 


In of gravitational and 
trophic ulcers, Cimlac Gauze will be found 
2 valuable treatment to promote regeneration 
of devitalized tissues and to control infection 


due to the presence of Ps. nea and 
B. Proteus, which are very causative 
factors of delayed healing. 


Cimlac Gauze is prepared with sterilised 
Available only to Hospitals, glyco-gelatin, which supplies substances 
Private Practitioners and "equired for the process of fibroplasia and 


cicatrization. The combination of Hexyl- 
Medical Depts. in industry. resorcinol and Aminacrine Hydrochloride in 


the glyco-gelatin medium exerts a remarkable 
inhibitive action on Gram-positive and Gram- 
negative organisms. 


Samples and literature gladly sent on request. 


NON-GREASY NON-ADHERENT 
WOUND DRESSING 


CALMIC LIMITED - CREWE HALL + CREWE 


Invalid Bovril is a highly 
concentrated form of Bovril 
for use in the sick-room. 0 
Prepared without seasoning, 


it provides the maximum concentration in the most easily 
assimilated form. Many doctors recommend it in cases where 
the patient needs “ building-up ” after illness. Perhaps 
there is a patient of yours who would 
benefit from a course of Invalid Bovril ? 


Invalid 
BOVRIL 


THE ESSENCE OF GONVALESCENCE 
SOLD BY ALL CHEMISTS£ 


[Fes. 24, 1951 


‘¢When should I wean 
my baby?” 


THE TREND is, of course, towards more gradual 
weaning and the earlier adoption of a mixed diet. 
Heinz Strained Foods are specially designed to make 
this earlier weaning safe and simple. 


All fruit and vegetables used in the preparation of 
Heinz Strained Foods are specially grown for Heinz. 
They are cooked within a few hours of picking—at the 
very peak of freshness. 


They are sieved then to a consistency found to be 
most suitable for weaning, fine enough to preclude 
digestive upsets but not so fine as to provide too little 
roughage for the developing bowel. 


By the consistent use of the wide variety of Heinz 
Broths, Soups, Vegetables, and Fruits, the mother can 
ensure that her child is being offered all the nutritional 
factors present in a good mixed diet. 


Requests for literature and samples are invited from 
members of the medical profession. 


H. J. HEINZ COMPANY LTD., HARLESDEN, LONDON, N.W.10 
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The quick, safe way 
to oral cleanliness 


In four safe ways, Macleans Peroxide Tooth 
Paste keeps teeth clean. It is effective in remov- 
ing greasy film from the teeth. Its solid in- 
gredients, which are not abrasive to enamel, 
can then polish quickly and without scratch- 
ing. It is antiseptic but innocuous to the \ 

normal oral flora which defend the 

mouth against pathogenic bactcria. 

All the ingredients of Macleans 
Peroxide Tooth Paste are ulti- 
mately soluble in saliva. They . 

leave no solid residues in the 
oral tissues. The flavour 
of Macleans is appealing 
and refreshing. 


MACLEANS 


TOOTH PASTE 


patients. A supply of these, and copies of 
a leaflet The the Mouth bef re 
and after the Extraction of Teeth,” will 


Sample Tubes of %¢.now available for distribution to your 
MACLEANS 
PEROXIDE TOOTH PASTE gladly be sent to you free on request. 


Macleans Limited, Professional Dept., Great West Rd., Brentford, Middx. 


scientifically made from 
interleaved with vegetabl 
includes all the flavour of fk 
—excludes all irritants to 


bodies. 


She. Standard Model 
is light robust & easily 


portable 


Of particular value 
in Obstetrics as a safe Analgesia 
In Short Procedures as an Analgesic 
& Light Anaesthetic 


¢ The General Hospital 


Makes the CYPRANE INHALER Ideally Suitable for 
The General Practitioner, The Maternity Hospital 


INHALER 
‘“TRILEN 


It can also be supplied 
with BEDRAIL 


From Surgical Houses or CYPRANE Ll HAWORTH 


Keighley.Yorks. 
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Relax the Willerby Way! 


No need to tell you how da: and nights of strain 
and tension undermine one’s health — unless one finds 
some pleasant form of relaxation. YOU can find it, 
as so many others do, in the joy of going down to 
‘a WILLERBY mobile home —a retreat, a refuge, a 
haven that enables you to cast off cares and enjoy every 
precious moment of your freedom — away from the 
‘workaday world of TELEPHONES, NIGHT-CALLS, etc. 


Four distinctly separate rooms, spacious, comfortable 

and attractively furnished. Two single beds and one 

double. Ample headroom, storage space and three 

WILLERBY HOME wardrobes, luxurious spring-interior beds with £450 

7 loose covers. Calor gas lighting, heating and 

.X 7ft. 6ins. x 6ft. 9ins. cooking. Separate toilet compartment. ex-works 
(With ‘Planet’ Central Heating Unit fitted, £485.) 


— and providing HEAT & HOT WATER 

at less than Id. per hour. The ‘Planet’ a 
Central Heating Unit tin: ar 

Designed for: Supplied by supply of hot water. Butane gas 


unit that gives you heat wherever 
you want it and ensures an ample 
* Serpe 5 or “ mains.”” Owner can easily install. 
e WAITI M Complete 
e BOAT an 
caracts, ec. CARAVAN DISTRIBUTORS LTD. 
WORLD CONCESSIONAIRES VAN FOR WILLERBY CARAVAN CO. 
STOCKPORT ROAD : CHEADLE : CHES. vy Also at HARWOOD BAR : GT. HARWOOD, 
Telephone : GATley 6179 S Nr. BLACKBURN 
Open 7 days a week 9am. to 9 p.m. F.H.A./LA, 


| In Safe Hands | 


The man who has appointed the Westminster Bank 
to be his Executor or Trustee can, with truth, say 
that the well-being of his family will be in safe 
hands. The Bank will carry out his wishes faithfully, 
bringing to its task a fund of business experience 
beyond that possessed by any private individual ; 
it will administer its trust with complete integrity; 
and—more important, perhaps, than any of these— 
it will at all times show a very sympathetic con- 
sideration towards those whose affairs are left in 
its hands. Inquiries will be welcomed at any of the 


Intermittent Venous Occlusion Apparatus 


(J. P. Shillingford) 


£35 656 


Nett Nett 
with one cuff with two cuffs 
SOLE SUPPLIERS 


DOWN BROS. and MAYER & PHELPS LTD. 
Surgical Instrument Makers 


92-94, Borough High Street, London, S.£.1 
32-34, New Cavendish Street, London, W.! 
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por sterling guality 
— Scottish Widows’ 


of course. 


THE HALL MARK OF 
STERLING QUALITY IN 
MUTUAL LIFE ASSURANCE 


SCOTTISH WIDOWS’ 


SPECIALLY EQUIPPED 
TWIN ENGINED AIRCRAFT 
ANYTIME — ANYWHERE 


Write or phone for quotation 
OLLEY AIR SERVICE LIMITED 
CROYDON AIRPORT 


THE AIR AMBULANCE SPECIALISTS 
Established 1934 


DAY AND NIGHT 
Tel. CRO. 5117/9 


Tel. SLO, 5481/5855 


VALENTINE’S MEAT JUICE 


IS AGAIN AVAILABLE 
THROUGH 
LOCAL CHEMISTS 


VALENTINE’S MEATJUICE 
* COMPANY 


RICHMOND, VIRGINIA, U.S.A. 


QUEEN 


Non Allergic 


BEAUTY PRODUCTS 


}ITHE SAFETY FACTOR IN 
'TEVERY DAY MAKE-UP 


Queen beauty products form a complete 
range of toilet and beauty preparations 
specially for those women who have 
sensitive skins. Queen products contain 
no orris in - form, nor any other skin 
irritants AND ARE RECOMMENDED 
BY THE MEDICAL PROFESSION. 
Lip Sticks now available. 


Write for booklet to :— 
BOUTALLS CHEMISTS LTD. 


60 Lambs Conduit St., London, W.C.1 


rHE WORLD’S GREATEST BOOKSHOP 


FOR.'BOOKS 

Large Dept. For Medical Books 

New & secondhand Books on every subject 
119-125 CHARING CROSS ROAD, W.C.2 
ard 5660 (16 lines) ye (Open 9-6 inc. Sats.) 


NORTHUMBERLAND HOUSE 
Green Lanes, Finsbury Park, N.4 


A PRIVATE HOSPITAL for the treatment of mental and nervous ill- 
nesses. Conveniently situated and easy of access from all parts. 
Six acres of ground, facing Finsbury Park. Voluntary and’fem- 
rary Patients received without certification. Insulin Coma Unit. 
.C.T, Group Psychotherapy. Trained Resident and Visiting Staff. 
Telephone : STAmford Hill 7866/7 Ae lines). 
Telegrams; “‘ Subsidiary, London.” 
Medical Superintendent : ROBERT M. RIGGALL, Member, British 
Psycho- Analytical Societ; ty. 


THE COTSWOLD SANATORIUM 


On the Cotswold Hills, seven miles from Cheltenham, 
Stroud and Gloucester, equipped for the treatment of 
Pulmonary Tuberculosis. 

Terms from £9 I5s. 6d. per week 
Full particulars from SEcRETARY, COTSWOLD SANATORIUM, 
CRANHAM, GLOUCESTER. 
Telephone: Witcombe 218! Telegrams: ‘‘ Hoffman, Birdlip” 


HELWAN, EGYPT 


RADIO-ACTIVE SULPHUR BATHS AND MINERAL SPRINGS 


Rheumatic, ate. a and Heart Cases Benefit. World Renown. 
Perfect Climate. — Rest Home. mae comforts. 
ical treatment if desired 
Full particulars, ony! E. 8S. STIVEN, M.D. (Cantab. » 
REGENT HOUSE, HELWAN, EGYPT 


CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone : PINNER 234 


A Private Home for the Treatment and Care of Mental and 
Nervous Liinesses in both Sexes. 

A modern country house, 12 miles from Marble Arch, in 
attractive secluded grounds. Fees from 10 guineas per 
week inclusive. Patients treated under Certificate, Temporary 
or Voluntary status. Modern forms of treatment, including 
psye hotherapy, narco-analysis, modified insulin, occupational 
therapy, E.C.T., ete. 

Separate house in six acres of grounds nearby for convalescent 
patients. DOUGLAS MACAULAY, M.D., D.P.M. 


ROBUTTI CLINIC 


ALASSIO, ITALIAN RIVIERA 
Superbly situated Private Clinic for the care and treatment 
of physical and psychosomatic illness (including asthma and 
anxiety states) ; also for convalescence and high-protein diet. 
X-rays, physical therapy, &c. English and Italian speaking 
pre“ere and nurses. Medical Superintendent : Renzo Deaglio, 
Matron : Miss Rosina Robutti. Consulting Physicians : 
Carl Lambert, M. D., and Philip Strang, M.R.C.P 
Inquiries : Secretary, 3, Upper Brook Street, ‘w.1. 
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ST. ANDREW’S HOSPITAL cisonoens 
NORTHAMPTON 


PRESIDENT : THE Most Hon. THE MARQUESS OF EXETER, K.G., C.M.G., A.D.C. 
MEDICAL SUPERINTENDENT : THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombieres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK 

Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 


branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 


It is equipped 


At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 


courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, ete 


For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 


he object of this Hospital is to provide the most efficient 

oe tH EA D L E ROY A L CHEADLE RS for the treatment and care of patients of both 
CHESHIRE sexes suffering from MENTAL and NERVOUS DISEASES. 

The Hospital is governed by a Committee appointed by 


A Registered Hospital for MENTAL DISEASES and its {G{UNTARY, TEMPORARY, AND CERTIFIED PATIENTS 
Seaside Branch, GLAN-Y-DON, Colwyn Bay, N. Wales RECEIVED 


For Terms and further information apply to the MEDICAL SUPERINTENDENT Telephone : GATLEY 2231 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach ; 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R,C.P. Telephones—TEIGNMOUTH 289 and 537 
PECKHAM HOUSE, 112, Peckham Road, London, S.E.15 
Telephone: Rodney 2641, 2642 Telegrams : “ Alleviated, London” 


A PRIVATE HOME, in quiet and pleasant grounds, for the reception of Ladies and Gentlemen 
suffering from nervous and mental disturbance. All forms of modern treatment. Reasonable fees. 
Out-patient facilities. Apply to Physician-Superintendent. 


For treatment of 


CALDECOTE HALL Aicoholism & Neurosis 


NUNEATON, WARWICKSHIRE Beautifully situated country mansion in Warwickshire 
Extensive grounds for the therapeutic occupations 
See Medical Directory, page 2625 


Illustrated Brochure from Resident Medical Superintendent, EH. R. SPICER, M.B., CH.B. Phone Nuneaton 284! 


HEIGHAM HALL, NORWICH Academic and Educational 
PRIVATE MENTAL HOME for Nervous and Mental illness. All types NAPT NORTHERN tRELAND BRANCH 
of treatment carried out. Accommodation for Alcoholics and Addicts 1 we. 
available. Special Geriatric Unit now open. Fees from 6 gns. per week COURSES ON TUBERCULOSIS for Doctors and Social Workers, 
upwards according to requirements. Whitla Medical ina. Belfast. WEDNESDAY, 9TH MAY to 
T : Norwich 20080 | FRIDAY, 11TH MAY, 1951. 
Apply Or. A. SMALL elephone : Norwic! Subjects will include : 
UNIVERSITY EXAMINATION POSTAL INSTITUTION Doctors’ course : Epidemiology, Radiology, and Treatment 
(fee, 3 guineas). 
POSTAL COACHING FOR ALL MEDICAL EXAMINATIONS Social Workers’ course : 
Pre tus and list of tutors apply to Dr. G. E. OATEs, preventive methods, nursing, and. afterc: . 4 
Postal Institution, 17, Red Lion- Particulars from: Miss J. L. NAPT Northern 
square, London, W.C.1 (Phone HOLborn 6313). Ireland Branch; 28, Bedford-street, Belfast. 
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ROYAL COLLEGE OF PHYSICIANS 


LEVERHULME RESEARCH SCHOLAR 

Applications are invited for a Leverhulme Research Scholarship 
value not less than £1000 a year. The Scholarship will be for 
1 year in the first instance and may be renewed for a maximum 
of 3 years. A scholar must satisfy the College that the major 
part of his time is spent on his research but he may be allowed 
to hold another appointment. Scholars must devote themselves 
to the investigation of some problem related to disease as it 
occurs in man, in any branch of medicine. The work must be 
done in some established_institution, preferably in the United 
Kingdom, in which full ffcilities for the research are available. 

» Applications, accompanied by the names of 2 referees, should 
state details of the proposed work, the name of the individual 
under whom it is proposed to work, and the Institution where 
the work is to be done. Application forms may be obtained 
from the Assistant Registrar, Royal College of Physicians, Pall 
Mall East, London, 8.W.1. Applications for the Scholarship 
must be received net later than 31st March, 1951. 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 


Dr. KENNETH JAMES FRANKLIN, D.M., D.SC., F.R.C.P., will 
deliver the OLIVER-SHARPEY LECTURES 0n TUESDAY, 13TH, and 
THURSDAY, 15TH MARCH, 1951, at 5 P.M., at the College, Pall 
Mall East, S.W.1. 

Subject : ‘ Aspects of the Circulation’s Economy.” 

_ Any member of the medical profession admitted on presenta- 
tion of card. By order of the President. 
HAROLD BOLDERO, Registrar. 
UNIVERSITY OF LONDON 


INSTITUTE OF OBSTETRICS AND GYNAXCOLOGY 
(Incorporating the teaching facilities of Queen Charlotte’s 
Maternity Hospital, the Chelsea Hospital for Women, and the 
Department of Obstetrics and Gynecology of the Postgraduate 

Medical School of London.) 


Applications for enrolment of graduates with a registrable 
qualification are invited for the SUMMER TERM which begins on 
16th April, 1951. Graduates are allotted to one of the constituent 
hospitals, and combined classes are held at each of the three 
hospitals on one day a week. Enrolment fee £3. Tuition fee 
£20 per term. 

General practitioners wishing further experience in obstetrics 
may be accepted at Queen Charlotte’s Hospital to attend the 
practice of the Hospital for 2 or 4 weeks. They will be allowed 
to do normal deliveries and may attend the combined classes. 
Fee £3 per week during term. Ministry of Health grants are 
pore, to approved general practitioners attending for such 
a period. 

During vacation graduates may attend the practice of the 
hospital at the Postgraduate Medical School and Queen Char- 
lotte’s Hospital. 

Further particulars from the Secretary, the Institute of 
Obstetrics and Gyneecology, Chelsea Hospital for Women, 
Dovehouse-street, S.W.3. 

UNIVERSITY OF SYDNEY 
MCILRATH SENIOR RESEARCH FELLOWSHIP 

Applications are invited for a Full-time MclIlrath Senior 
arch Fellowship in any one of the subjects of the medical 
curriculum. The successful candidate will be expected to conduct 
investigation under the direction of the appropriate Head of 
the Department. Salary £900—-£1250 (Australian) p.a., according 
to qualifications and experience, the appointment being tenable 
for 5 years in the first instance. Reasonable travelling expenses 

will be allowed if the successful candidate comes from abroad. 

Applications, stating date of birth, qualifications, training. 
experience, publications, and subject of choice, with names and 
addresses of 3 referees, should reach the undersigned, from 
whom further information may be obtained, not later than 
31st May, 1951. 

W. H. Maze, Registrar, University of Sydney. 

New South Wales, Australia. 

UNIVERSITY OF SYDNEY 
KAHN JUNIOR RESEARCH FELLOWSHIP 

Applications are invited for a Full-time Kahn Junior Research 
Fellowship in any one of the subjects of the medical curriculum. 
The successful candidate will be expected to conduct investiga- 
tion under the direction of the appropriate Head of the Depart- 
ment. Salary will be within the range of £800—£1000 (Australian) 
p.a., according to qualifications and experience. 

Applications, stating date of birth, qualifications, training, 
experience, publications, and subject of choice, with names and 
addresses of 3 referees, should reach the undersigned, from 
whom further information may be obtained, not later than 


May, 1951. 
W. H. Maze, Registrar, University of Sydney. 
New South Wales, Australia. 


THE ROYAL SOCIETY 


GOVERNMENT GRANT FOR SCIENTIFIC INVESTIGATIONS 

Applications for grants from the first allotment of the Govern- 
ment Grant for Scientific Investigations for the year 1951 should 
be made as soon as possible on forms of application to be obtained 
from the Assistant Secretary of the Royal Society, Burlington 
House, London, W.1. No applications can be considered which 
are received later than 31st March, 1951. 

Applicants must be of British nationality, resident in Great 
Britain or Northern Ireland. Grants may be made for purposes 
in connection with the promotion and support of research in 
pure science other than for personal maintenance or payment 
of stipends ; for the assistance of scientific expeditions and 
collections ; but not in aid of scientific publications. 


ELECTION OF ONE MEMBER OF THE BOARD OF 
THE FACULTY OF MEDICINE BY THE GENERAL 
MEDICAL ELECTORATE 


An Election of 1 Member of the Board of the Faculty of 
Medicine (vice Sir J. J. Conybeare, K.B.E., who is re-eligible) 
will be held on WEDNESDAY, 30TH MAY, 1951. The member 
elected will hold office for 2 years from the first day of 
Michaelmas Term 1951. 

The General Medical Electorate consists of all Oxford 
Graduates in Medicine who are members of Convocation. 

he Board of the Faculty of Medicine includes two members 
elected by the General Medical Electorate who must be members 
of that body and of whom one at least must be a person engaged 
in teaching one or more of the clinical subjects of the Faculty. 
The other member elected by the General Medical Electorate is 
Mr. E. A. Crook. 

Nominations of duly qualified candidates for election will 
be received by the Secretary of Faculties at the Universit; 
Registry up to 10 a.m. on Wednesday, 2nd May, 1951. Eac 
nomination must be signed by 6 members of the General Medical 
Electorate, and no candidate will be eligible whose nomination 
has not been received by that date. 


McGILL UNIVERSITY 


TRAINING IN ANASSTHESIA 

Courses of varying duration : 

1. For General Practitioners. 

2. For requirements of American Board and/or Canadian 

Certification. 

3. For University Diploma. 

Write for further information to HAROLD R. GRIFFITH, M.D., 
Chairman, Department of Anesthesia,’ McGill University, 
Montreal, 2, Canada, 

The Courses include rotation residency in the codperating 
hospitals, and instruction in basic sciences by McGill teachers. 
Full maintenance and an honorarium are provided for the 
students enrolled on regular Courses. There is a demand for 
qualified anzesthetists in Canada and the United States, and 
opportunities for British doctors are very good. The McGill 
courses in anesthesia do not automatically qualify medical 
practitioners for licensing requirements, which vary in different 
Provinces and States, but they do provide a good introduction 
to North American methods in the specialty. 


INSTITUTE OF UROLOGY 
in association with 
8T. PETER’S AND ST. PAUL’S HOSPITALS “ 


POSTGRADUATE COURSE OF UROLOGICAL INSTRUCTION 
6TH MARCH-L5TH JUNE, 1951 

The course will include systematic lectures covering the 
whole subject of urology, outpatients sessions, ward visita, 
operation sessions, and tutorial demonstrations. All post- 
graduates taking the course are expected to attend lectures, 
and may attend all tutorial demonstrations, ward visits, &c. 

The fee for this course is 18 guineas, payable in advance. 

Applications should be made to the Secretary, Institute of 
Urology, St. Peter’s Hospital, Henrietta-street, London, W.C.2. 

Lectures will be held at 5 P.M. 


LONDON SCHOOL OF HYGIENE AND TROPICAL 
MEDICINE 


POSTGRADUATE ACADEMIC DIPLOMA IN BACTERIOLOGY 

The course for the Postgraduate Diploma in Dockertoeey 
for the Session 1951-52 will commence in OCTOBER, 1951. T 
is a full-time day course extending over 1 academic year. 

he course may be taken by :— 

(a) Graduates in Medicine or Veterinary Science desiring to 
study Bacteriology as applied to Medicine and Hygiene. 

(b) Graduates in Science with a First or Second Class Honours 
degree in Chemistry, or its equivalent. For such students, the 
course covers the fields of General Bacteriology, Chemical 
Microbiology, and Industrial Microbiology. 

Applications for admission to the Diploma course must be 
received not later than Ist March, 1951. 

Further information and application forms can be obtained 
from the Registrar, London School of Hygiene and Tropical 
Medicine, Keppel-street, W.C.1. 


THE ROYAL FREE HOSPITAL GROUP 
General practitioners are invited to attend a COURSE OF 
OLINICAL DEMONSTRATION-DISCUSSIONS, to held at the 
Hampstead General Hospital by members of the medical and 
surgical staff of the Group. 
ther particulars may be obtained from the British Post- 
graduate Medical Federation, 2, Gordon-square, W.C.1. 


TUBERCULOSIS EDUCATIONAL INSTITUTE 
Market Drayton, Salop. 3-day CLINICAL COURSES will be held 
at the Cheshire Joint atorium, Market Drayton, on 14th, 
15th and 16th March ; 9th, 10th, and 11th May ; 13th, 14th, 
and 15th June. 
Applications for further information and for enrolment should 
addressed to the Secretary, Tuberculosis Educational Insti- 
tute, Tavistock House North, Tavistock-square, London, W.C.1. 


JENNER MEMORIAL LECTURE 


‘* JENNER’S COWPOX INOCULATION ” by Prof. A. W. DOWNIE, 
M.D., D.Sc. (Professor of Bacteriology in the University of 
Liverpool), FRIDAY, 16TH MARCH, 1951, at 5.30 P.M. in the Board 
Room, St. George’s Hospital. 

Admission will be by ticket (free) to be obtained from_the 
Secretary, St. George’s Hospital Medical School, Hyde Park 
Corner, London, S8.W.1. 
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SOCIETY OF APOTHECARIES OF LONDON 


IPLOMA IN INDUSTRIAL HEALTH 
The next Pn amr will begin on MONDAY, 2ND JULY, 1951. 
™ following Examination will be held in December, Bade 


or Regulations apply Registrar, Apothecaries’ Hall, 
Friars-lane, London, E.C.4. 


auy’s HOSPITAL MEDICAL SCHOOL. Applications 
are invited for the of Part-time REGISTRAR to the 
Pa of Psychological Medicine, with attendance on 

ms per week, to n duty as soon as conveniently 
possible. Appointment until 30th September, 1951, in red first 


prope rtionate at the rate of £775 in 
accordance with the tional Health Service terms an condi 
of service 


Forms of application from the Dean and should be lodged 
in the Medical hool Office not later than 26th February, 1951. 


ST. MARY’S HOSPITAL MEDICAL SCHOOL (University 
of London), Paddington, W.2. Applications are invited for the 
appointment of ASSISTANT LECTURER IN MORBID 
ANATOMY for an initial period of 1 year from ist May, 1951, 
at a salary of £650 p.a., together with superannuation under 
the F.S.S.U. and family allowances. 

Applications (2 copies), with names of 3 referees, should be 
submitted by 10th March, 1951, to the Secretary, from whom 
further particulars may be obtained. 


UNIVERSITY OF LEEDS. Department of ‘Pharmacology. 
The Council will shortly proceed to the appointment of either 
a = a SENIOR LECTURER in Pharmacology. 
Salary Lecturer £800-£100-£1300 if medically 
qualified, if not medically qualified. Sala 
scale for Senior Lecturer £1300-£100—£1800 if medically qualifie 
£1000-£50-£1400 if not medically qualified. The initial salary 
may be fixed above the minimum of the scale according to the 
experience and qualifications of the candidate selected. 

Applications should reach the Registrar, The University, 
Leeds, 2 (from whom further particulars may be obtained), 
not later than 31st March. 1951. 


UNIVERSITY ‘OF ‘LEEDS. Department ‘of | Anesthetics. 
Applications are invited for the whole-time post of LECTURER 
IN ANAESTHETICS on the salary scale £1000-—£100-£1500 
@ year. The initial salary will be fixed according to age, 
experience, and qualifications. 

Applications, together with the names of 3 referees, should 
reach the Registrar, The University, Leeds, 2 (from whom 
ry ‘aj particulars may be obtained) not later than 24th March, 


THE UNIVERSITY. OF LIVERPOOL. Applications 
are invited from medically qualified candidates for appointment 
as Full-time DEMONSTRATORS in the Department of 
Anatomy at a salary of £600 p.a. 

Applications, stating age, academic qualifications, and 
experience, together with the names of 3 referees, should be 
received not later than 17th March, 1951, by the undersigned, 
from whom further particulars of the conditions of appointment 
may be obtained. STANLEY DUMBELL, Registrar. 


Hospital Services : Senior Appointments 


SOUTH EAST METROPOLITAN REGIONAL HOS- 

PITAL BOARD invite applications for the appointment of a 
CONSULTANT DERM ATOLOGIST for 3 notional half-days 
a week to the Woolwich group for work primarily at Goldie 
Leigh Hospital, which caters for dermatological conditions of 
all kinds in children. Candidates must have had wide experience 
in dermatology and possession of a higher qualification is 
desirable. The appointment will be in accordance with the 
terms and conditions of service of hospital medical and dental 
staffs (England and Wales). 

Apply, stating nationality, age, sex, qualifications, and 
experience, including details of present appointment and of 
war service, together with the names and addresses of 3 referees, 
to the Secretary, Advisory Appointments Committee, South 
East Metropolitan Regional Hospital Board, 11, Portland-place 
London, W.1. The last day of acceptance of applications will 
be 9th March, 1951, and selected candidates will be interviewed 
in London on 12th April, 1951. Canvassing of members of the 
Board or the Advisory Appointments Committee will disqualify, 
but applicants may visit the hospital concerned. 


Provincial 


BRISTOL. REGIONAL BLOOD TRANSFUSION SER- 
VICE. SOUTH-WESTERN HOSPITAL BOARD invite 
applications from_registe nedical practitioners for the 
appointment of DEPUTY DIRECTOR of the Regional Blood 
Transfusion Service. The appointment will be on a whole-time 
basis, and the salary and terms and conditions of service will 
be those laid down by the Ministry for Senior Hospital Medical 
Officers. Applicants should possess high medical qualifications, 
and previous experience in hematology. The successful applicant 
will be required to work under the general direction of the 
Director of the Regional Blood Transfusion Service which is 
centred at Southmead Hospital, Bristol, and will be required 
to visit hospitals in the Region as may be required by the 
Regional Board from time to time. The successful applicant will 
be required to live in Bristol and to possess a car. 

Applications (15 copies), stating date of birth, qualifications, 
and experience, together with 15 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be addressed to 
the Secretary of the Regional Hospital Board, 5, Cotham Lawn- 
road, Bristol, 6, so as to reach him not later than 9th March, 
1951. Canvassing will disqualify, but this does not preclude 
applicants from visiting the hospitals concerned. 
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BRISTOL CLINICAL AREA. South-Western mempiosens 
HOSPITAL BOARD invite applications from tered 
practitioners for the appointment of ASSISTANT PATHOLO. 
GIST in the Bristol Clinical Area which comprises Bristol and’ 
the sdieahes districts of Somerset and Gloucestershire. 
appointment will be on a whole-time basis, and the salary and 
terms and conditions of service will be those laid down by the 
Ministry for Senior Hospital Medical Officers. Preference wil} 

given to candidates with special knowledge and experience 
of bacteriology. The successful applicant will be required to 
work under the general direction of the Consulting Pathologists 
mainly at Frenchay Hospital, Bristol, and to visit other hospitals 
in the Clinical Area as may be requifed by the Regional Board 
from time to time. 

Applications (15 copies), stating date of birth, qualifications. 
and experience, together with 15 copies of 2 testimonials, an 
the names and addresses of 2 referees, should be addressed to 
the Secretary of the Regional oe Board, 5, Cotham 
Lawn-road, Bristol, 6, so as to reach him not later than 9th 
March, 1951. Canvassing will disqualify, but this does not 
preclude applicants from visiting the hospitals concerned. __ 
BRISTOL CLINICAL AREA. South-Western Regional 
HOSPITAL BOARD invite applications from registered medical 
practitioners for the appointment of PHYSICIAN in Psychiatry 
with special knowledge of electro-encephalography to the 
Bristol Mental Hospitals. The appointment will be on a whole- 
time basis, and the salary and terms and conditions of service 
will be those negotiated for Consultants between the Ministry 
and the profession. Applicants should hold a higher qualification 
in general medicine and be in possession of the D.P.M. Experi- 
ange in electro-encephalography is essential. Special experience 

te siology would be an advantage. The successful candidate 

be required to direct the Hepartanent of Electro-encephalo- 
ant od of Bristol Mental Hospitals, and act as Consultant in 
electro-encephalography in connection with the developments 
in this subject in the South-Western Region. 

Applications (15 copies), stating date of birth, qualifications 
and experience, together with 15 copies of 2 testimonials, an 
the names and addresses of 2 referees, should be addressed to 
the Secreta of the Regional Hospital Board, 5, Cotham 
Lawn-road, Bristol, 6, so as to reach him not later than 9th 
March, 1951. Can Vvassing will disqualify, but this does not 
preclude applicants from visiting the hospitals concerned. 


BIRMINGHAM REGIONAL HOSPITAL BOARD. Appli- 
cations invited for appointment of Whole-time DEPUTY 
MEDICAL SUPERINTENDENT (Consultant Psychiatrist) to 
the Birmingham (Mental A) group ; duties at Winson Green 
Hospital, Birmingham (1360 Beds) and ancillary premises. 
Candidates must possess higher pe ualification. Appointment in 
accordance with terms and conditions of service and subject 
to National Health Service superannuation regulations. 

Applications (15 copies), stating name, age, nationality, 
qualifications, present and previous coe, details of 

referees, to Secretary, 10, Augustus-road, Birmingham, 15, 
before 12th March. Canvassing will disqualify. Candi dates 
may visit hospitals. 

CHEADLE ROYAL HOSPITAL, Cheadle, Cheshire. 
invited from registered practitioners, pale, 
for the whole-time appointment as EPUTY MEDIC. 
SUPERINTENDENT (Senior Hospital Medical Officer aa 
at the above Registered Mental Hospital (400 Beds) for private 
patients. Candidates should possess the D.P.M. and a higher 
medical qualification, and have had a wide experience of psychi- 
atry in all | branches. Salary in accordance with the terms of 
service issued by the Ministry of Health and National Health 
Service Geperenumation) Regulations, 1950. Applicants should 
be over 36 F pool of age. House (partly furnished) available in 
the Hospital grounds. 

Applications, in writing, stating age, qualifications, and 
details of oaperieete. together with the names and addresses of 
3 referees, uld be sent to the Medical Superintendent and 
received not later than 14 days after the appearance of this 
advertisement. 
LIVERPOOL RADIUM INSTITUTE, Myrtle-street, 
LIVERPOOL, 7. IVERPOOL REGIONAL HOSPITAL BOARD invite 
applications for “i Consultant post of SENIOR RADIO- 
THERAPIST (whole-time), to work under the Director of 
Radiotherapeutic Services at the Radium Institute, from whom 
any further information should be obtained. Applicants must 
possess a Diploma in Radiology and have had previous experience 
in radiotherapy. 

Forms of application may be obtained from, and should be 
returned to, Dr. T. Lloyd Hughes, Senior Administrative 
Medical Officer, Regional Hospital Board, 19, James- 
street, Liverpool, 2, to be received not later than ‘17th March, 
1951. VINCENT COLLINGE, Secretary to the Board. 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications from qualified dental practitioners of high 
fessional standing for _ following 2 posts of CONSULTANT 
DENTAL SURGEON to :— 

(i) Salford, West Madchester, North Manchester, Oldham 

and Ashton groups of hospitals. 

(ii) Wigan, Preston, Blackpool, Lancaster, and Barrow 

groups. 

Consultative clinics will be held at 1 hospital in each gr 
and the Dental Surgeon will have the use of beds as veaut 
Applicants must possess, in addition, either a medical qualifica- 
tion or a higher qualification in dental surgery. The appoint- 
ment may be held on a whole-time or part-time basis (maximum 
sessions). Salary £1700—£2750 whole-time ; part-time pro rata. 
Posts superannuable : national terms and conditions of service 
applicable. 

Application forms, obtainable from the Senior Administrative 
Medical Officer, No. 1, North Parade, Parsonage-garde vand 
Manchester, should be returned, together with an 
addresses of 3 referees, not later than 31st March, % 
vassing will disqualify. 
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NORTH GLOUCESTERSHIRE CLINICAL AREA. South- 
WESTERN REGIONAL HOSPITAL BOARD invite applications from 


reqeeeeed medical practitioners for the appointment of . 
YCHIAT Area 


RIST in the North Gloucestershire Clinical 
which comprises Gloucester, Cheltenham, Stroud, Forest of Dean, 
and adjoining districts. The appointment will be on a whole-time 
basis, and the salary and terms and conditions of service will 
be those negotiated for Consultants between the Ministry and 
the profession. Applicants should have had wide experience 
in psychiatry, and the possession of high medical qualifications 
and the D.P.M. is essential. The successful applicant will have 
charge of beds at Horton Road and Coney Hill Hospitals, 
Gloucester, by arrangement with the Medical Superintendent, 
and will be required to visit other hospitals in the Clinical Area 
as may be determined by the Regional Board from time to time. 

Apollcations (12 stating date of birth, qualifications, 
and experience, to; er with 12 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be addressed to 
the Secre of the Regional Hospital Board, 5, Cotham 
Lawn-road, Bristol, 6, so as to reach him not later than 9th 
March, 1951. Canvassing will disqualify, but this does not 
preclude applicants from visiting the hospitals concerned. 


NORTH GLOUCESTERSHIRE CLINICAL AREA. South- 
WESTERN REGIONAL HOSPITAL BOARD invite applications from 
registered medical practitioners for the appointment of 
ANESTHETIST in the North Gloucestershire Clinical Area 
which comprises Gloucester, Cheltenham, Stroud, Forest of Dean, 
and adjoining districts. The a: pointment will be on a part-time 
(8 sessions) ay and the salary and terms and conditions of 
service will be those laid down by the Ministry for Senior 
Hospital Medical Officers. Applicants should possess high 
medical qualifications, and the possession of the Diploma in 
Anesthetics is essential. The successful applicant will be 
required to work under the general direction of the Consultant 
‘Aneesthetists in the Clinical Area, and will be required to undertake 
sessions at the Gloucestershire Royal Hospital, and Cheltenham 
General Hospital, and at other hospitals in the — area 
as the Regional Board may determine from time to ti 
Applications (12 copies), stating date of birth, pS. a 
and experience, together with 12 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be addressed to 
of the Regional Hospital Board, 5, Cotham 
Lawn-road, Bristol, 6, so as to reach him not later than 9th 
March, 1951. Canvassing will disqualify, but this does not 
preclude | applicants from visiting the hospitals concerned. 


OXFORD REGIONAL HOSPITAL BOARD invite applica- 
tions from registered medical practitioners for the appointment 
of a CONSULTANT PSYCHIATRIST to the General and 
Mental Hospitals of the Aylesbury and District Hospital Manage- 
ment Committee. The successful candidate will be required tc 
hold & office of Physician-Superintendent, St. John’s Hospital 
(650 Beds), Stone, near Aylesbury, and of Physician in Charge 
of the Department of Psychological Medicine at the Royal 
Buckinghamshire Hospital. The post will be according to the 
national terms and conditions of service and may be whole-time 
or maximum part-time at the option of the successful candidate, 
who must hold the D.P.M. or its equivalent and have a higher 
medical Cg gee ee Wide experience of all branches of 
essential. tes are invited to visit the 
ospitals by arrangement with Dr. Ian Skottowe, St. John’s 
Hospital, Shona, Aylesbury. 
Applications (s copies), stating age, qualifications, experience 
and the names of 3 referees, should reach the Secretary, Oxtord 
onal Hospital Board, 43, Banbury-road, Oxford (from whom 
further details may be obtained), by 10th March. 


wl HOSPITAL BOARD invite appli- 
cations m registe’ medical practitioners for the 2 posts 
of RADIOLOGIST to of the Hospitals Management 
Committees of 

(1) Northampton and Kettering. 

(2) Swindon, Cirencester, and Pewsey. 
Candidates must have had wide experience of radiodiagnosis 
and hold the D.M.R. or its equivalent ; a higher qualification 
in medicine or surgery is desirable. The appointments which 
will carry the status and salary of Consultant will be according 
to the national terms and conditions of service for hospital 
medical staff and will be whole-time or maximum part-time 
at “< yey of the successful candidates who will be required 

ve 

(9 copies for each post), stating age, 
experience, and the names of 3 referees, should reach the 

Secretary of the Board (from whom further details may be 
43, Banbury-road, Oxford, by 16th March. Can- 
vassing will disqualify but applicants are invited to visit the 
hospitals by arrang 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD invite applications for the opines of (i) @ 
Whole-time CONSULTANT CHILD PSYCHIATRIST, .and 
(ii) a Whole-time ASSISTANT CHILD PSYCHIATRIST 
(salary scale £1300-£50—-£1750 p.a.), in the Hampshire Child 
Guidance Service. The Assistant to work under the Consultant. 
The successful candidates will be required mainly to act as 
Psychiatrists at the various Child Guidance Clinics, in collabora- 
tion with the Hampshire Education Committee, centred in 
Winchester, with branches at Aldershot, Petersfield, Havant, 
Gosport, Christchurch, Andover; and Basingstoke. There is 
a team of 2 educational psychologists and social workers. The 
candidates appointed will also be expected to examine and 
advise on children and young people referred for advice by 
Juvenile Courts, or otherwise admitted to Remand Homes, of 
which there are 3 in the area. Salary and conditions of service 
in accordance with the agreed terms and conditions for hospital 
medical and dental staffs. The appointments subject to the 
National Health Service (Superannuation) Regulations, 1950. 
Applications (5 copies for each appointment), stating date of 
birth, qualifications, experience, and present appointment(s), 
and giving the names and addresses of 3 referees, should be 
made by letter and sent to the Secretary (S.D.1.), South West 
Regional Hospital Board, 11a, Portland-place, 
London, W.1, to arrive not later than 10th March, 1951. Canvass- 
ing will disqualify, but applicants mav visit the appropriate 
Clinics and Centres by arrangement with the County Medical 
Officer of the Hampshire County Council. 


SOUTH SOMERSET CLINICAL AREA "(Minehead 
DISTRICT). SOUTH-WESTERN REGIONAL HOSPITAL BOARD invite 
applications from registered medical practitioners for the 
appointment of SURGEON in the South Somerset Clinical Area. 
The appointment will be on a part-time (7 sessions) basis, and 
the salary and terms and conditions of service will be those 
negotiated for Consultants between the Ministry and the 
profession. Applicants should possess high surgical qualifications 
and previous experience in general surgery, emergency obstetrics 
and gynecology, and traumatic surgery is essential. The 
successful applicant must reside in Minehead and will have 
charge of beds at Minehead and West Somerset Hospital 
which contains 58 Beds. He will be required to undertake ali 
the general surgery at this hospital, emergency traumatic work, 
and emergency obstetrics and gyneecology. He may be required 
to visit other hospitals in the C — Area as determined by the 
Regional Board from time to tim 

Applications (12 copies), “date of birth, 
and experience, together with 12 copies of 2 testimonials} 
the names and addresses of 2 referees, should be perm y rs 
the Secretary of the Regional Hospital Board, 5, Cotham Lavan- 
road, Bristol, 6, so as to reach him not later than 9th March, 
1951. Canvassing will disqualify, but this does not preclude 
applicants from visiting the hospitals concerned. 


SHEFFIELD REGIONAL HOSPITAL BOARD invite 
— from registered medical practitioners for the post 

maximum Part-time CONSU LTANT PHYSICIAN with 
duties at Grimsb Scartho Road Infirmary, 
Grimsby ;_ Lout firmary, and ‘Alford and District War 
Memorial Hospital. tthe candidate ap — will be required to 
reside within 10 miles of Grimsby. he salary and conditions 
of service will be in accordance with those agreed between the 
Ministry of Health and the profession. The _ ost is subject to 
the National Health Service (Superannuation) Regulations, 1950. 

Application forms and full details ef be obtained from the 
Secretary, Sheffield Regional Hospital Board, Fulwood House, 
Old Fulwood-road, Sheffield, 10. ms leted _— must be 
received not later than 3rd Marc h, 1951. assing will 
disqualify, but candidates ane to visit the hospitals 
concerned by direct arra 


SHEFFIELD REGIONAL NGSDITAL BOARD invite 
applications from se gn medical practitioners with a higher 
ualification in surgery for the whole-time post of CONSUL- 

ANT ORTHOPAEDIC SURGEON with duties at the Montagu 
Hospital, Mexborough ; the Beckett Hospital, Barnsley ; King 
Edward VII Hospital, Sheffield, and certain school clinics. The 
person appointed will be re quired to reside within 10 miles of 
the major hospitals. The ‘sony and conditions of service will 
be in accordance with those agreed between the Ministry of 
Health and the profession. The post is subject to the National 
Health Service (Superannuation) Regulations, 1950. 

fas meee forms and full details may be obtained from the 
Secretary, Sheffield Regional Hospital Board, Fulwood House, 
Old Fulwood-road, Sheffield, 10. Completed forms must be 
received not later than 3rd March, 1951. Canvassing will dis- 
qualify, but candidates are invited to visit the hospitals and 
clinics concerned by direct arrangement. 


PLYMOUTH CLINICAL AREA. South-Western Regional 
HOSPITAL BOARD invite applications from registered medical 

practitioners for the appointment of ASSISTANT RADIOLO- 
GIST in the pn wee! Clinical Area which comprises Plymouth, 
Kingsbri tock, Launceston, Bude, and Liskeard. The 
appeinianent wil we held on a whole-time basis, and the salary 
and terms and conditions of service will be those laid down by 
the Ministry for oer Hospital Medical Officers. Applicants 
should have had wide experience in radiology, and possession 
of the Diploma in Medical Radiology is essential. The successful 
applicant will be required to work under the general direction 
of the Consultant Radiologists mainly at the South Devon and 
East Cornwall Hospital, Devonport, but may be required to work 
at other hospitals in the Clinical Area as determined by the 
Regional Board from time to time. 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with 12 copies of 2 testimonials, an 
the names and dresses of 2 referees, should be addressed to 
the Secretary of the Regional Hospital Board, 5, Cotham Lawn- 
road, Bristol, 6, so as to reach him not later than 9th March, 
1951. Canvassing will disqualify, but this does not preclude 
applicants from visiting the hospitals concerned. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD invite applications from suitably qualified medical 
practitioners for the appointment of Part- bas CONSULTANT 
PHYSICIAN in charge of Wards at Glasgow Western Infirmary. 
The number of sessions will be 7. The appointment will be 
subject to the National Health Service (Scotland) superannua- 
tion regulations. 

Applications (16 copies), stating age, qualifications, and 
experience, and present appointment, and giving the names of 
3 referees, should be submitted not later than 30 days after 
the publication of this advertisement to the Secretary, Western 
Regional Hospital Board, 64, West Regent-street, Glasgow, C.2. 


SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD invite applications for the post of Part-time CONSUL- 
TANT in Obstetrics and Gynecology (9 notional half-days). 

Schedules of application, obtainable from the undersigned, 

who will also supply full particulars, should be lodged by 
24th March, 1951. M. FRASER, M.D., 

Secretary and Administrative Medical Officer. 
Office of the Northern Regional Hospital Board, 
Raigmore Hospital, Inverness. 
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WELSH yoga HOSPITAL BOARD invite applica- 
tions for the cae whole-time appointments of CON- 
SULTANT ANASTHETISTS 

(a) To serve the etd ‘in the Merthyr and Aberdare 
Hospital Management Committee group. The successful candi- 
date will be required to reside within the area. 

(b) To serve the Pontypridd and Rhondda Hospital Manage- 
ment Committee group. He will be based at Church Village 
General Hospital, near Pontypridd (316 Beds). 

Candidates should be in possession of the Diploma in Anes- 
thetics and have had a wide experience of the subject. 

Application (10 copies), stating date of birth, giving a summary 
of qualifications, experience, previous appointments with dates, 
and publications, with names of 3 referees, should be addressed 
to the Senior Administrative Medical Officer, Welsh Regional 
Hospital Board, Cathays Park, Cardiff, within 21 days of appear- 
ance of this advertisement. Candidates applying for both 
appointments should submit 10 copies of each application. 


NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for a post as PACDIATRIC CONSULTANT 
at the Royal Belfast Hospital for Sick Children. The person 
appointed will be required to undertake duties at other hospitals 
or clinics in Northern Ireland. The terms and conditions of 
the appointment will be in accordance with the Authority’s 
application of the Spens report to Northern Ireland. The post 
will be on a part-time basis for services involving not fewer 
than 8 half-days of duty per week. Applicants must be Members 
of a Royal College of Physicians and wide experience in the 
specialty is essential. Contributions will be payable under the 
Health Services superannuation scheme. It is the Authority’s 
policy to give preference to persons who have served in war-time 
in H.M. Forces. 

Applications should be made on a form which may be obtained 
from the Secretary, Northern Ireland Hospitals Authority, 
Friends Provident Building, 58, Howard-street, Belfast, which 
must be returned to him so as to be received not later than 
16th March, 1951. Canvassing will disqualify. Any approach 
to a member of the Authority by, or at the request of a candidate 
for the purpose of obtaining support for his application will be 
treated as canvassing. 

NEW ZEALAND. AUCKLAND HOSPITAL BOARD. 
Applications invited from qualified medical practitioners of the 
British Commonwealth who have the necessary qualifications 
for the status of Junior or Senior Specialist, for the position of 
Full-time THORACIC SURGEON, Green Lane Hospital. The 
appointee shall be registered in New Zealand before taking up 
duty. Salary : Junior Specialist £1100 p.a., rising to £1400 p.a. 
by annual increments of £50, Senior Specialist £1500 p.a., rising 
to £1750 p.a. by annual increments of £50. Commencing salary 
within these scales will be in accordance with qualifications 
and experience in the specialty. Particulars regarding the 
pneees B of travelling expenses by the Board are set out in 
he conditions of appointment which, together with an applica- 
tion form, may be obtained from the office of the High Com- 
missioner for New Zealand, 415, Strand, London, W.C.2. 

Applications, addressed to the Secretary, close at the office 
of the Board, Kitchener-street, Auckland, New Zealand, at 
NOON on 2nd April, 1951. R. F. GALBRAITH, Secretary. 


Hospital Services : Junior Appointments 


ALBERT DOCK ORTHOPAZDIC AND FRACTURE 
HOSPITAL, Alnwick-road, E.16. Applications invited for appoint- 
ment of HOUSE SURGEON, vacant on 28th February, 1951. 
Salary £400-£450 according to experience. 

Applications, stating age, qualifications, and experience, with 
copies of 3 recent testimonials, to the undersigned as soon as 
possible. F, Lyon, Secretary of the 

Seamen’s Management Committee. 

Dreadnought Hospital, Greenwich, S.E.10. 

ANNIE McCALL MATERNITY HOSPITAL, Jeffreys- 
a. 8.W.4. (Mission Hospital.) Applications invited from 

red Women medical practitioners for the resident post of 
OBSTETRIC HOUSE SURGEON at the above Hospital. The 
appointment is for a period of 6 months from 1st April, 1951. 
Salary £350, £400, or £450 p.a., according to experience, with a 
deduction at rate of £100 p.a. in respect of board and lodging 
and other services provided. 

Applications, stating age, nationality, and qualifications with 
dates, and accompanied by copies of 3 recent testimonials. 
should be sent to the Secretary, Lambeth Group Hospital 
Committee, Renfrew-road, S.E.11, by 3rd March, 


cHARING CROSS HOSPITAL UNIT AT MOUNT 
VERNON HOSPITAL, NORTHWOOD, MIDDLESEX. HOUSE PHYSI- 
CIAN (first post). Post tenable for 6 months from 15th April, 
1951. Salary in accordance with the terms and conditions of 
service laid down by the Ministry of Health, less deduction 
for board-residence. 

Application forms may be obtained from undersigned and 
should be completed and returned by first post on 15th March, 
1951. GEORGE J. JONES, 

House Governor and Secretary to the Board. 

Charing Cross Hospital, Strand, W.C.2. 

CENTRAL MIDDLESEX HOSPITAL, Park Royal 
N.W.10. RESIDENT HOUSE OFFICER in the Obstetrical 
and Gynecological Appointment for 6 months 
from 27th March, 1951. Salary, terms, and conditions of service 
as issued by Ministry of Health. 

Applications to Medical Director by 3rd March, 1951. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in General Medical 
and Cardiological Department. Appointment for 6 months from 
15th March, 1951, may be renewed for further 6 months. Salar 
terms, and conditions of service as issued by Ministry of Health. 

Applications to Medical Director by 3rd March, 1951. 
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CHILDREN’S HOSPITAL, Sydenham, S.E.26. Resident 
MEDICAL OFFICER (House Officer) required from 11th March, 

1951. The post is recognised for the D.C.H. and provides experi- 
ence in both the medical and surgical care of children. Salary 
= p.a., according to experience, less £100 for board and 

Teplications, together with copies of 3 recent testimonials, 
should be sent by 5th March, 1951, to the Administrative Officer. 


SEAMEN’S HOSPITAL, Greenwich, 
S.E Applications invited for appointment of HOUSE 
PHYSICIAN vacant on 23rd March, 1951. Salary in ne 
with the terms of service for hospital medical staff in the 
National Health Service. ; 
Applications, stating qualifications, age, and experience, 
accompanied by the names of not less than 3 recent referees, 
to be sent to the undersigned not later than 5th March, 1951. 
. A. Lyon, Secretary of the 
eamen’s Hospitals Management Committee. 
Dreadnought Hospital Greenwich, S8.E.10. 


HAMPSTEAD GENERAL HOSPITAL, The 
N.W.3. ROYAL FREE GROUP. Required, CASUALTY 
(resident), Male or Female. Salary £400 or £450 p.a., according 
to experience, plus £50 p.a. as a supplemental payment, post 
vacant Ist April, tenable for 6 oo at the Main Outpatient 
Department, Camden Town, N.W.1 

Applications must be made on the “prescribed form, with copies 
of 3 recent testimonials, to be ronenee at once. 

K. A. F. Mites, House Governor. 


HOSPITAL FOR SICK Great Ormond- 
street, London, W.C.1. Applications invited for post of 
SURGICAL REGISTRAR falling vacant on 15th May, 1951. 
The appointment is whole-time, non-resident, and is graded as 
that of a Senior Registrar within the terms ‘and conditions of 
service of hospital medical and dental staffs (England and Wales). 

Full particulars and form of application, which must be 
returned not later than 12th March, 1951, are obtainable from 
H. F. RUTHERFORD, House Governor and ‘Secretary. 


HOSPITAL a7 SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There is a vacancy for an ORTHO- 
PEDIC REGISTRAR (part-time) attending the Outpatient 
Department for 1 session per week on Monday morning. The 
appointment, which is renewable, is tenable in = re eee 
for 1 ear, and is graded as a Registrars arship, in 
with the terms and conditions of a of hospital al medical 
and dental staffs (England and Wales). 
Further particulars and form of t application, which must be 
returned not later than 5th March 51, are obtainable from 
H. F. Rur#ERFoRD, House Governor and Secretary. : 


HOSPITALS FOR DISEASES OF THE CHEST. Appli- 
cations invited from registered medical en or (Male and 
Female) for the appointment of HOUSE PHYSICIAN (non- 
resident) at Brompton Hospital, S.W.3, for which there are 3 
vacancies. The appointments are whole-time for 6 months 
commencing Ist April, 1951. The duties include work in the 
Outpatients’ Department as well as in the wards. Salary within 
the House Officer grade. 

Applications, stating age, qualifications with dates, nation- 
ality, and previous appointments held, and accompanied by 
copies of one or more recent Sec should reach the under- 
signed not later than 10th March, 19 

Brompton Hospital, S.W.3. F. G. "Rouvray, Secretary. 


MAIDA ae HOSPITAL FOR NERVOUS DISEASES, 
London, W.9 Applications | invited for aga of RESI- 
DENT MEDICAL OFFICER with grading as Senior House 
Officer ata salary of £670 p.a., with a deduction for full residential 
emoluments. Appointment for 6 months from Ist April, 1951, 
renewable. 

Applications, with copies of 3 recent Se ee should be 
addressed to the Secretary by 8th March, ear 


MAIDA VALE HOSPITAL FOR =m DISEASES, 
London, W.9. HOUSE PHYSICIAN required. Appropriate 
Ministry of Health scale of salary, according to experience, 
less £100 p.a. for full residential emoluments. Appointment 
for 6 months from Ist April, 1951, renewable. 

Applications, with copies of 3 recent testimonials, should be 
addressed to the Secretary by 8th March, 1951. aig ESAS 


NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
SURGEON, resident. General and genito-urin: 

Salary £350 p.a. if first post, £400 p.a. if secon 
£130, >. if third, less £100 p.a. for residence. Whole- time 
duties such as Medical Director may require. 6 months’ 
appointment, vacant Ist April. 

a stating age, qualifications, experience, nationality, 
with copies of recent testimonials, to Secretary of Hospital, 
POPLAR HOSPITAL, ‘East India Dock-road, London, 
E.14. (120 Beds.) be ge HOUSE PHYSICIAN (first, 
second, or third post), to become vacant on Ist April, 1951. 
Salary in accordance ten terms of service issued by the Ministry 
of Health. R practitioners holding first posts may oovly. 

Applications, stating age, nationality, and qualifications, to 
be submitted to the Assistant Secretary as soon as possible. _ 


ROYAL NORTHERN HOSPITAL, Holloway, London 
N.7.. NORTHERN GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications invited from registered medical practitioners for 
appointment of ORTHOPASDIC HOUSE SURGEON AND 
CASUALTY OFFICER, vacant on 31st March, 1951, for a 

riod of 6 months. Salary at rate of £400-£450 p.a., according 

experience, with a deduction of £100 p.a. in respect of resi- 
dential emoluments. 

Applications, stating age, qualifications with dates, and 
nationality, accompanied by copies of 3 recent testimonials, 
should be sent to the undersigned not later than 3rd March, 1951. 

GILBERT G. PANTER, Secretary. 
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QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
Applications are invited from candidates having their M.R.C.0.G. 
for the full-time post of SENIOR REGISTRAR, in the service 
of the Bo: of Governors of this teaching hospital group, 
which will become vacant on ist April, 1951. The duties, in 
the first instance, will be primarily gynecological and will be 
performed at Chelsea Hospital for Women, though some oppor- 
tunity for obstetric work at Queen Charlotte’s Maternity 
Hospital will be provided. 

Applications, stating age, medical school, qualifications with 

oes and previous appointments, together with the names of 

referees, should be sent to the undersigned not later than 
March, 1951. 

R. 8S. H. THomas, to the Board of Governors. 

_°339, Goldhawk-road, London, W 
ROYAL FREE HOSPITAL, Gray’s Inn-road, London, 
W.C.1. Applications invited from registered practitioners (Male 
and Female) for the — of RESIDENT CASUALTY OFFICER. 
Applicants must not be more than 10 years’ qualified. The 
epnolniaaens is for 6 months, duties to commence on Ist April, 
1951. Salary and conditions ‘of service in accordance with those 
laid down by the Ministry of Health for House Officers (second 
or subsequent post). 

Application forms may be obtained from the House Governor, 

The Royal Free Hospital, Gray’s Inn-road, to whom they 
should be returned not later than 9th March, 1951. 
ROYAL FREE HOSPITAL, Gray’s Inn-road, London, 
W.C.1. Applications invited for appointment of SENIOR 
REGISTRAR to the E.N.T. Department at the above Hospital. 
Applicants must be registered medical practitioners of not more 
than 10 years’ qualification. The appointment is full-time, non- 
resident, for 1 year in the first instance, duties to commence on 
1st April, 1951. Salary and conditions of service in accordance 
with those laid down by the Ministry of Health. 

Application forms may be obtained from the House Governor, 

at the above address, to whom they should be returned not later 
than 7th March, 1951. 
ROYAL FREE HOSPITAL. Applications invited from 
registered medical practitioners for appointment of HOUSE 
PHYSICIAN to the Rheumatology Unit at the Royal Free 
Hospital, North Western Branch, Lawn-road, N.W.3. Duties to 
commence Ist April, 1951, for 6 months. Salary and conditions 
of service in accordance with those laid down by the Ministry 
of Health for House Officers (second or subsequent post). 

Application forms may be obtained from the House Governor, 
The Royal Free Hospital, Gray’s Inn-road, W.C.1, to whom 
they should be returned not later than 7th March, 1951. 
ROYAL NATIONAL THROAT, NOSE, AND EAR HOS- 
PITAL AND THE INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 
330-332, Gray’s Inn-road, London, W.C.1. There will be a 
vacancy for a SENIOR HOUSE OFFICER (formerly termed 
Junior Registrar) on Ist April, 1951. Salary and conditions in 
accordance with the terms and conditions of service under 
the National Health Service Act. These posts are full-time non- 
resident ones, designed to enable candidates with the necessary 
ability and suitable academic and surgical grounding to prepare 
for Registrar posts and so continue their training as specialists. 
Applicants should have had good clinical experience in general 
surgery and in this specialty. They should hold a higher surgical 
qualification or have passed the Primary Examination for the 

-R.C.S. The appointment will be for an initial period of 6 
months with eligibility for re-election for a further 6 months 
or for promotion as the case may be. 

Applications, giving full information as to qualifications and 
experience, with the names of 2 referees, should be sent on or 
before 18th March, 1951. 

$2 JOHN i. YounG, House Governor and Secretary. 

SOUTH LODGE HOSPITAL, World’s End-lane, Winch- 
more Hill, N.21. (218 Beds—Infectious Diseases, General and 
Special Surgery, Pulmonary Tuberculosis.) ENFIELD GROUP 
HOSPITAL MANAGEMENT COMMITTEE. HOUSE OFFICER 
(Female) required for duty in the isolation and tuberculosis 
wards. The post offers good general clinical experience and is 
especially valuable to someone studying for a public health 
qualification. 6 months’ appointment. Salary and conditions 
as prescribed by the Ministry of Health. Deduction for residential 
emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, with the names of 2 referees, to the Medical 
Superintendent of the Hospital by 10th March, 1951. Canvassing 
disqualifies 
af CHARLES’ HOSPITAL, Ladbroke-grove, London, 

W.10, acute general hospital. Applications invited for post 
of RESIDENT ANASSTHETIST (Senior House Officer) for 
duty at above Hospital. The successful candidate will be 
required to undertake duties in the Casualty Department as 
necessary. Salary £670 p.a., less £150 in respect of board, lodging, 
and other services supplied. 

Applications, stating age, qualifications, experience, together 

th the names and addresses of 2 referees, to reach the under- 
signed by 9th 

JOLLY, Secretary, 
Paddington Hospital Management 

Paddington Hospital, 285, Harrow-road, London, W.9. 


ST. JAMES’ HOSPITAL, Ouseley-road, S.W.12. “Wands- 
WORTH HOSPITAL GROUP. HOUSE SURGEON (Genito-urinary 
Department), post vacant at the end of March. 

Applications, stating age, qualifications, and _ experience, 
together with names of 3 referees, to be sent to the Secretary, 
14, Atkins-road, Balham, S.W.12, not later than 3rd March, 1951. 
ST. JAMES’ HOSPITAL, Ouseley-road, Balham, S.W.12. 
(660 Beds.) WANDSWORTH HOSPITAL GROUP. HOUSE SURGEON 
(obstetrics and gynecology ). 

stating age, qualifications, and 
together with the names of 3 referees, to be sent to the Secre' 

. Atkins-road, Balham, 8.W.12, not later than 2nd Mare 


ST. JAMES’ HOSPITAL, Ouseley-road, Balham, S.W.12. 
(660 Beds.) WANDSWORTH HOSPITAL GROUP. SOUTH WEST 
METROPOLITAN REGIONAL HOSPITAL BOARD. Applications 
invited for post of REGISTRAR (Orthopedic Trauma 
Department, 70 Beds), becoming vacant in May, 1951 

Application forms (send stamped addressed foolscap envelope) 
from Secretary, Wandsworth Hospital Group, 14, Atkins-road, 
Balham, S.W.12, to be completed and returned by 9th March; 
1951. anv assing will disqualify. 
ST. GEORGE-IN-THE-EAST HOSPITAL, Raine-street, 
Wapping, E.1. Applications invited for post of HOUSE 
PHYSICIAN (House Officer first, second, or third post), post 
vacant immediately. Salary, &c., in accordance with National 
scale. Tenable for 6 months. 

Application forms obtainable from the Secretary, Stepney 
ue Hospital Management Committee, Raine-street, Wapping, 


ST. ANDREW’S HOSPITAL, Bow, E.3. Appiiections 
invited from registered medical practitioners for post of HOUSE 
SURGEON (Orthopedic and Traumatic Department) from 
6th March. Post tenable for 6 months. Salary and conditions 
= ad in accordance with those laid down by the Ministry 
ealt 

Applications, stating age, and qualifications, should be sent 
to the Medical Superintendent, St. Andrew’ 8 Hospital, Bow, E. 3. 


Provincial 
AYLESBURY. TINDAL GENERAL HOSPITAL. (282 
Beds.) HOUSE PHYSICIAN required. 6 months’ appointment, 
vacant from Ist April, 1951. Salary £350 or £400 p.a., according 
to previous experience. This post affords excellent experience 
in general medicine, with special experience in chest diseases. 
Applications, with copies of 2 testimonials or names of 2 
referees, to the Administrative Officer 


‘AL. OBSTETRIC AND GYNASCOLOGICAL HOUSE 
SURGEON (second or third post), vacant 26th March. Depart- 
ment includes recently reconstructed Obstetric Unit of 25 Beds. 
Recognition by R.C.O.G. being sought. 

Applications, with 2 testimonials, to ‘Secretary- -Superintendent 
by 5th March. 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 

GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, RESI- 
DENT HOUSE SURGEON (Male) for wards taking traumatic 
and orthopedic cases 6. months’ appointment, vacant Ist 
March, 1951. National Health Service salary, terms, and 
conditions of service. 

Applications, stating age, nationality, qualifications,.and - 
experience, with pete nn of up 3 recent testimonials, to Me 
Director of Hospital, immediately. 


ASTLEY, near MANCHESTER. ASTLEY HOSPITAL. 
(132 Beds.) SENIOR HOUSE PHYSICIAN, resident, required 
at the above Hospital which is being developed into a general 
hospital with acute medical beds, a geriatric unit, and infectious 
disease cases. It is hoped shortly to introduce peediatric beds. 
Facilities will be given for outpatient work at Leigh Infirmary 
which is nearby. Preference will be given to applicants who have 
held resident medical posts in general hospitals and the post is 
suitable for applicants studying for higher qualifications. The 
post is tenable for 1 year. Salary and conditions of service 
as published by the Ministry of Health, i.e., £670 p.a. less 
emoluments. 

Applications, stating full name, age, qualifications, experience, 
and appointments held, together with the names of 2 referees, 
should be received by the undersigned as soon as possible. 

W. Horst, Secretary 
Wigan and Leigh Hospital bianageenant Committee, 

Knowsley House, Wigan-lane, Wigan. ms 
BARRY ACCIDENT AND SURGICAL HOSPITAL. 
Applications invited from registered medical practitioners, 
Male or Female, for appointment of HOUSE SURGEON. 
Salary (by special permission) £400 first post, £450 second post, 
or £500 third post p.a., less £100 for residential emoluments. 
If held by a prac titioner who is liable under National Service 
Acts the appointment will be for 6 months, otherwise renewable. 

Applications, with names of 2 referees, to be sent immediately 
to Secretary, Cardiff Hospital Management Committee, St. 
BARNET GENERAL HOSPITAL, Barnet, Herts. Applica- 
tions are invited for the following posts of HOUSE SURGEON, 
first or subsequent appointments :— 

(i) E.N.T. and Ophthalmic Departments. 

(ii) Orthopedic Department. 

Salaries in accordance with the terms and conditions 
service of hospital medical and dental staffs (England and 
Wales). The E.N.T. appointment is vacant 1st April and the 
Orthopeedic appointment is vacant 7th March. 

Applications, giving details of qualifications, and experience, 

together with copies of recent testimonials, should be sent as 
soon as possible to the Medical Director. _ 
BARNET GENERAL HOSPITAL, Barnet, Herts. Resi- 
DENT LOCUM ORTHOPAEDIC SURGEON (Senior Registrar 
status) required for 3 weeks, commencing 5th March. Salary 
and conditions in accordance with terms and conditions of 
hospital medical and dental staffs (England and Wales). 

Applications, with usual details, to be addressed as soon as 
possible to the Medical Director. ant 
BATLEY. THE GENERAL HOSPITAL. (102 Beds.) 
Applications invited for appointment of HOUSE OFFICER 
(Physician) now vacant at the above General Hospital. Salary, 
&c., in accordance with the terms and conditions of service 
of hospital medical and dental staffs (England and Wales). 

Applications, with copies of 3 recent testimonials, should be 
addressed to the be at 20, Oxford-road, Dewsbury. 

GEO. BATCHELOR, Secretary, Dewsbury, 
Batley and ‘Mirfield Hospital Management Committee, 
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BARKING HOSPITAL (Maternity). There will be a 
vacancy for a RESIDENT ote HOUSE OFFICER 
(Male or Female), on 12th March, 19 Salary being £670 p.a., 
less emoluments valued at rate of 2150 p.a. Lonticeatn should 
have been qualified not less than 1 year. Duties will include 
antenatal work. 

Applications, accompanied by copies of testimonials, should 
be sent to the undersigned within 2 weeks of publication of this 
advertisement. 

G. AUSTIN HEPWORTH, Sec 

liford and Barking Group Hospital ern Committee. 

King George Hospital, Ilford. 

BATH. ST. MARTIN’S HOSPITAL. Applications 
invited from registered medical practitioners for post of HOUSE 
PHYSICIAN. Salary, terms, and of in 
accordance with those laid down by Ministry of Heal 

Applications, stating age, qualifications, and me nll with 
3 recent testimonials, to be forwarded immediately to Secretary, 
St. Martin's Hospital, Midford- road, Bath. 

J. LAWRENCE MEARS , Secre 
Hospital Management Co: ttee. 
Manor Hospital, Bath 


BATH. ST. MARTI! N’S HOSPITAL. 
invited from registered medical practitioners for post of HOUSE 
SURGEON. Salary, terms, and conditions of service in 
accordance with those laid down by Ministry of Health. 

Applications, stating age, qualifications, and experience, with 
3 recent testimonials to be forwarded to Secretary, St. Martin’s 
Hospital, Midford-road, Bath, immediately. 

J. LAWRENCE MEARS, Secretary, 
Bath Hospital Management Committee. 

Manor Hospital, Bath. 

BEDFORD GENERAL HOSPITAL (South Wing). Appli- 
cations invited for appointment of SENIOR HOUSE OFFICER 
for duties in the Orthopedic and Traumatic Department. 
appointment, which is recognised for examination purposes by 
the Royal College of Surgeons, will be for a period of 12 months 
in the first instance and offers exceptional opportunities for 
experience in a busy acute general hospital. Salary will be at 
rate of £670 p.a., less a deduction for residential emoluments. 

Applications, stating age, nationality, qualifications, previous 
appointments, and the names of 3 oosene to whom reference 
m ~~! be made, if desired, should be addressed to the Secretary, 
Bedford Group Hospital Management Committee, 3, Kimbolton- 
road, Bedford. “a 
BEDFORD GENERAL HOSPITAL. (426 Beds.) Required, 
SENIOR ANASTHETIC HOUSE OFFICER (resident) for 
duties in both Wings of this Hospital. The post, which is vacant 
on 28th February, 1951, is recognised for the D.A. examination 
and provides good experience of anzsthetics in a busy acute 
general hospital. Salary £670 p.a., less a deduction for 
residential emoluments, 

Applications, giving age, sex, nationality, qualifications, and 
previous appointments, together with the names of 3 persons to 
whom reference may be made if desired, should be sent forthwith 
to the Secretary, Bedford Group Hospital Management 
Committee, 3, Kimbolton-road, Bedford. 


BEDFORD GENERAL HOSPITAL (South Wing).  Resi- 
DENT HOUSE SURGEON required to fill vacancy on Ist April, 
1951. This appointment is recognised for examination purposes 
by the Royal College of Surgeons, and offers exceptional oppor- 
tunities for general experience in a busy acute surgical t. 
Applications, stating age, nationality, qualifications, previous 
appointment, and the names of 3 persons to whom reference ma 
be made if desired, should be addressed to the Secretary, Bedfo! 
Management Committee, 3, Kimbolton-road, 
edford. 


BEBINGTON, WIRRAL. CLATTERBRIDGE HOS- 
PITAL. +d Beds.) CENTRAL WIRRAL GROUP. Required, HOUSE 
OFFICERS : 

General Surge 

Obstetrics and ond < Gynecology. 

Peediatrics. 
Appointments for 6 ~ ogg from Ist April, 1951. Salary 
=n p.a., according to experience, less £100 p.a. for 
resi 

Applications with names of 2 referees to Secretary. 


BIRMINGHAM. COLESHILL HALL, Coleshill, War- 
WICKSHIRE. (A Colony for Mental Defectives.) Reliable 
LOCUM required to undertake duties of Junior Hospital Medical 
Officer for an indefinite period. Salary at the rate of £700 p.a., 
less residential emoluments of £150. 

Applications and names for reference to be sent to the Secre- 
tary, Birmingham Group 9 Hospital Management Committee. 


BIRMINGHAM, 31. HOLLYMOOR HOSPITAL, North- 
= ee NO. 6 GROUP (MENTAL B) HOSPITAL MANAGE- 
OMMITTEE invite applications for post of SENIOR 
HOUSE OFFICER for above Hospital, Male or Female, resident 
or non-resident, duties to commence as soon as possible. The 
Hospital, which has undergone extensive renovation, has 
accommodation for over 600 patients. A comprehensive pro- 
gramme of treatment is in operation, including both physical 
and psychological approaches, and there is also an active 
psychiatric outpatient clinic at the Selly Oak Hospital, Birm- 
ingham. Previous postgraduate psychiatric experience is not 
essential, but applicants should normally have held the post of 
House Officer in a general hospital. The appointment which will 
be for 1 year, will be in accordance with the Ministry of Health 
terms and conditions of service. Salary £670 p.a., with deduction, 
if resident, of £100 p.a. for board and lodging, and subject to 
the National Health Service (Superannuation) Regulations, 1950. 
Applications, stating full name, age, nationality, qualifications, 
and experience, and providing the names of 3 referees, to be sent 
within “3 days of publication of this advertisement to the 
Secretary, Offices of the Group Hospital Management Com 
mittee, hiner Hill Hospital, Birmingham. 
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BIRMINGHAM ACCIDENT HOSPITAL (209 Beds), 
BIRMINGHAM, 15. GROUP 25 BIRMINGHAM (SELLY OAK) HOSPITAL 
practitioners for the following p 

RESIDENT SURGICAL OFFICER at above Hospital. 
The Hospital treats 50,000 new accident cases each year and 
the successful applicant will become a member of a surgical 

m. Salary £670 p.a. in accordance with the national terms 
and conditions of hospital medical and dental staffs. A deduction 
of £140 p.a. will be made in respect of emoluments. 

Detailed applications, giving the names and addresses of 
3 referees, should be sent to the Administrator. 

HOUSE SURGEON (Male or Female). The appointment 
will be for a period of 6 months, of which the first 2 will be 
with the Burns Unit (Medical Research Council) and the remain- 
der in general traumatic service. The Hospital treats 50,000 
new patients each year. The post offers practical experience 
in the treatment of all types of injury and includes a course 
of instruction on accident surgery given by the Consultant 
staff. Salary in accordance with the national terms and condi- 
tions of hospital medical and dental staffs. 

Detailed applications, accompanied by copies of recent 
testimonials, to be sent to the Administrator. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 
Applications invited for appointment of Whole-time SURGICAL 
REGISTRAR, Birmingham ipa Road) group; duties 
mainly at Dudley Road Hospital (906 Beds). Successful can- 
didate will be assigned to surgical team and will undertake 
duties in Casualty Departments as required. Candidates should 
— higher surgical qualification ona considerable experience 

general surgery and casualty work. Appointment in accord- 
ance with terms and conditions of service and subject to National 

Health Service superannuation. regulations. 

aualieations, (15 copies), stating name, , nationality, 
cations, and previous appointments, detai 
3 referees, to Secretary, 10, Augustus-road, Birmi ham, 
¢5, before 12th March. Canvassing will disquality. Candidates 
may visit group hospitals. 
BIRMINGHAM. HIGHCROFT HALL (Mental) HOS- 
PITAL, ERDINGTON. (1400 Beds. OFFICER and 
2 HOUSE OFFICERS. The posts afford excellent opportunities 
for experience. All facilities for modern treatment ; outpatients’ 
clinic, admission rate 600 annually, 40% voluntary. General 
hospital and university teaching centre near. Previous post- 
graduate psychiatric experience not essential in respect of senior 
post but applicants should normally have held the ver of 
House Officer in a General Hospital. Salaries : Senior House 
Officer £670 p.a., less residential emoluments to be determined : 
House Officers, £350-£450, according to posts held, less £100 
residential emoluments. Appointments in accordance with the 
Ministry of Health terms and conditions. 

Applications, together with 3 recent testimonials, to the 

Medical Superintendent. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
Tr. ALS. GENERAL HOSPITAL. Applications are invited for the 
. of RESIDENT SURGICAL OFFICER AND SENIOR 
RGICAL REGISTRAR (Senior Registrar grade), at the 
above Hospital, to commence duties as soon as_ possible. 
Candidates must be registered medical practitioners, have held 
a resident appointment in a teaching hospital, and should 
possess the F.R.C.S. Salary in accordance with the terms and 
conditions of service of howrital medical and dental staffs. 
Forms of application may be obtained from, and should be 
returned not later than 17th March to, the Secretary, United 
imeem Hospitals, Queen Elizabeth Hospital, Birmingham, 


ON SEA. BEXHILL HOSPITAL. Beds.) 
HOSPITAL MANAGEMENT COMMITTEE (HASTINGS GROUP). 2 
HOUSE SURGEON posts, now vacant. Considerable amount 
of acute surgical work and a large Outpatient Department. 
Staff of Visiting Consultants. Tenable for 6 months. Sa 
£350-£400-£450 p.a., according to experience and posts held, 
less £100 for full residential emoluments. 

Applications, with testimonials, to be sent to the Administrator 
of the Hospital as soon as possible. 


BISHOP AUCKLAND. THE GENERAL HOSPITAL. 
(350 Beds.) Applications are invited for the appointment of 
HOUSE PHYSICIAN. Salary £350-£450 p.a., according to 
previous posts held, less £100 p.a. for full residential emoluments. 

Applications, stating age, qualifications, and experience, 
together with 3 Per to be sent to— 

K. G. T. LUXForD, Secretary/Finance Officer, 
South West Durham Hospital Management Committee. 
35, Cockton Hill-road, Bishop Auckland. 


BISHOP AUCKLAND. THE GENERAL HOSPITAL. 
(350 Beds.) SOUTH WEST DURHAM HOSPITAL MANAGEMENT 
COMMITTEE. Required, HOUSE SURGEON. Salary £350-£450 
p.a., according to previous posts held, less £100 p.a. for full 
residential emoluments. 

Applications, stating age, qualifications, and experience, 
together with copies of not more than 3 testimonials, should 
be sent to the Secretary, The General Hospital, Bishop Auckland, 
co. Durham, as soon as possible. 


STORTFORD, HERTS. HAYMEADS HOS- 
PITAL. (300 occupied Beds.) Applications invited from registered 
medical practitioners for following resident appointment: 
HOUSE OFFICER (casualty), first, second, or third post 
ag Salary £350-£450 p.a., according to experience, less £100 

in respect of residential emoluments. The appointment 
Which is due to commence on 5th April, 1951, is for 6 months 
and is subject to the terms and conditions of service of hospital 
medical and dental staffs (England and Wales). 

Applications, stating nationality, age, qualifications, and 
experience, with copies of recent testimonials, or the names of 
referees, should be sent, as soon as possible, to the Administrative 
Officer, Haymeads Hospital, Bishop’s Stortford, Herts. 
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BISHOP’S STORTFORD, HERTFORDSHIRE. HAY- 
MEADS edd (300 occupied Beds.) Applications invited 
from registe medica] practitioners for resident appointment 
of HOUSE "OFFICER Todical). first or second post held. 
Salary £350-£400 p.a., less £100 p.a. for residential emoluments. 
Appointment, to commence Ist April, 1951, is for 6 months and 
subject to the terms and conditions of service of hospital medica] 
and dental staffs (England and Wales). 

Applications, stating nationality, age, qualifications, and 
experience, with copies of recent testimonials or the names of 
poe should be sent to the Administrative Officer as soon as 
possib 
BLACKPOOL. VICTORIA HOSPITAL. "(Modern general 
Hospital—339 Beds.) Applications are invited from registered 
medic: al Swe for the posts of :— 

HOUSE EON (resident), Surgical Unit. Post is 

recognised for C.S. examination. 

HOUSE and Orthopedic Department, 
vacant 19th March, 

HOUSE OFFICER. (obstetrics and gynecology), resident. 
Nos is recognised for D.Obst. R.C.O.G. and is vacant 27th April, 

Salary and conditions of service in accordance with Ministry 
of Health recommendations—i.e., £350 p.a.-£450 p.a., according 
to posts previously held, with a deduction of £100 p.a. for full 
residential emoluments. 

Applications, stating age, qualifications, and copies of 3 recent 
testimonials, should be sent to the Administrative Officer, 
Victoria Hospital, Blackpool. 

WALTER R. Secretary, 

Blackpool and Fylde Hospital Ma t C ittee. 
BOURNEMOUTH. ROYAL VICTORIA 
BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGEMEN'’ 
MITTEE. Applications invited for post of HOUSE SURGEON 
te the Orthopedic Department, vacant immediately. Salary in 
accordance with National Health Service scale £350—£450 p.a., 
with a deduction of £100 p.a. for full residential emoluments. 

Applications, stating age, experience, nationality, and quailifi- 
cations. to the Assistant Secretary of the above Hospital, together 
with copies of 3 recent vestimon’ 

BOLTON AND DISTRICT HOSPITAL “MANAGEMENT 
am rg Applications invited for the following appoint- 
ments :— 

The Royal Infirmary, Bolton (237 Beds) 

RESIDENT HOUSE SURGEONS (3), 2 posts vacant 

immediately and the other on Ist March, 1951. 
Townleys Hospital, Farnworth, near Bolton (521 Beds) 
iat aca HOUSE SURGEON, post vacant 25th March, 


The successful ee for the appointments at both 
Hospitals will be attached to one of the surgical firms and 
additional experience can be gained in various specialties. 
Appointments will be for 6 months, with salary £350, £400, 
or £450 p.a., according to experience. Other conditions of 
service in accordance with the terms issued by the Ministry of 
Health. A charge of £100 p.a. will be made for residence. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of 2 persons to whom 
reference may be made, to be sent to the undersigned at the 
Royal Infirmary, Bolton, 

. P. TRavis, Secretary. 


BOLTON. THE HULTON HOsPitace (130 Beds.) 
Required, RESIDENT MEDICAL OFFICER (Senior House 
Officer grade), post vacant Ist March and tenable for 12 months. 
Duties principally in connection with infectious diseases and 
dermatology cases, and some relief duties with tuberculosis cases. 
Previous pediatric experience is desirable. Salary £670 p.a., 
with conditions of service in accordance with the terms issned 
by the Ministry of Health. An appropriate charge will be made 
for residence. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of 2 persons to whom 
reference may be made, to be sent to he undersigned at the 
Royal Infirmary, Bolton, as soon as possibl 

H. P. TRavIs. 

Bolton and District Hospital Management Committee. 
BRIDGEND GENERAL HOSPITAL, Quarella-road, 
BRIDGEND. (364 Beds.) invited from registered 
medical practitioners for the post of HOUSE SURGEON at 
this Hospital. Appointment of 6 months’ duration. Salary 
at the rate of £350-£450 p.a., according to experience, less £100 

p.a. for residential emolumen 

Applications, stating age, qualifications, experience, and 

ving the names of 2 referees, should he addressed to the 

retary, Mid Glamorgan Hospital Management Committee, 
8,W ind-street, Neath, as soon as possible. 


BRISTOL CLINICAL AREA. The Board of Governors 
of the UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL ee Applications are invited by the 
above Boards from registered medical practitioners for the 
gent appointment of SENIOR oRE GISTRAR in Psychiatry 

the Bristol] Mental Hospitals. Applicants should possess high 
medica] qualifications and hold the D.P.M. The appointment 
will be held for 1 year in the first instance, when the contract 
will be terminated. The appointment, however, which is subject 
to the terms and conditions of service of hospital medical and 
dental staffs, may be renewed for a further 1 or 2 years. The 
post offers considerable opportunities fot clinical work and 
research in all branches of adult psychiatry. Residential accom- 
modation- will be provided for an unmarried man. 

Applications (10 copies), stating date of birth, qualifications, 
and experience, together with 10 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be addressed to 
the Secretary of the Regional Hospital Board, 5, Cotham 
Lawn-road. Bristol, 6, so as to reach him not later than 9th 
March, 1951. Canvassing will disqualify, but this does not 
preclude applicants from visiting the hospitals concerned. 


AGEMENT COMMITT for the immediate 
appointment of RESIDENT SENIOR HOUSE OFFICER in 
Area Pathological Laboratory Sasa at Frenchay Hospital. 
Post provides general training in clinical pathology. Previous 
experience not essential. Some duties in connection with 
Regional Blood Transfusion Service and resident duties in 
connection with Pathology Department. Appointment subject 
to usual terms and conditions for hospital medical staff and to 
National Health Service superannuation regulations. 

Applications, with full particulars of age, qualifications, and 
previous posts, and the names and addresses of 3 referees, should 
reach the Group Secretary, Frenchay Hospital, Bristol, not later 
than 17th March, 1951. 


AGEMENT COMMITTEE. Applications invited for appointment of 
JUNIOR HOSPITAL MEDICAL OFFICER in Venereology 
(non-resident). The successful candidate will be attuched to 
Frenchay Hospital and in addition will be required to cndetane 
duties in the various Bristol area clinics. Previous experience 
in venereology an advantage. The appointment will be subject 
to the National Health Service superannuation regulations and 
terms and conditions for hospital medical staff. Salary scale 
£700-—£50-£1000. 

Applications, with full particulars of age, qualifications, and 
experience, and the names and addresses of 3 referces, should 
reach the Secretary, Frenchay Hospital, Bristol, not later than 
17th March 
BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. HOUSE SUR- 
GEONS, Regional Neurosurgery Unit, vacancies will occur end 
of March and April. Posts offer useful surgical experience and 
= td of gaining a working knowledge of neurological 

agnosis. 

Applications, with full particulars, should be addressed to the 
Secretary, Frenchay Hospital, quoting N.S.F. 


BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. COSSHAM MEMORIAL pytioe: (101 Beds 
—General and Casualty.) Required, HOUSE SURGEON AND 
CASUALTY OFFICER (first post) required Ist March, 1951. 
National salary scale and conditions. 

Applications, with full particulars, should be sent to the 
Group Secretary, Frenchay Hospital, Bristol. i 


BRADFORD A GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following appoint- 


ments : 
St. Luke’ s Hospital, Bradford (948 Beds) « 
RESIDENT HOUSE SURGEON, post vacant 24th Maich, 


RESIDENT HOUSE PHYSICIAN (pediatrics), post vacant 


RESIDENT. AN AN HOUSE OFFICER, post 
vacan 

RESIDENT ORTHOPEDIC AND CASUALTY OFFICER, 

post vacant now. 
Royal Infirmary, Bradford (504 Beds) 

RBSTIDENT HOUSE SURGEON (general and urologica! 

RESIDENT ORTHOPAEDIC AND CASUALTY OFMCER, 

post vacant now. 

Applications, stating age, and experience, along with copies of 

recent testimonials, to— 

H. TRUSSON, Secretary to the Management Committee. 

Royal Infirmary, Bradford. 

BRADFORD. ST. LUKE’S HOSPITAL. Senior House 
OFFICER (pathological), resident, required for busy Depart- 
ment. Salary in accordance with Ministry scale (£670 p.a.), less 
deduction for board and lodging. 

Applications, stating age, nationality, qualifications, details 
of training and experience, together with copies of 3 recent 
testimonials, to Mr. H. Trcsson, House Governor. 

Royal Infirmary, Bradford. 

BRADFORD CHILDREN’S HOSPITAL. (102 Beds.) 
RESIDENT HOUSE OFFICER required for the period of 
6 months from Ist April, 1951. The Hospital is recognised for 
the D.C.H. Salary at the rate of £350-£450 p.a., according to 
experience, less £100 for residential emoluments. 

Applications, stating age, nationality, qualifications, and 

experience, along with copies of recent testimonials, to Secretary, 
Royal Infirmary, Bradford. 
BRENTWOOD MENTAL HOSPITAL, “Brentwood, E Essex. 
SENIOR HOUSE OFFICER (Male or Female) is required at 
the above Hospital. The appointment affords excellent oppor- 
tunities for gaining experience in modern methods of psychiatric 
treatment, and the successful applicant will be able to participate 
in the Regional training scheme. Salary is at the rate of £670 p.a., 
less £150 p.a. for residential emoluments. 

Applications, stating age, experience, &c., with names of 
3 referees. to the Physician-Superintendent as soon as possible. 
BURNLEY. VICTORIA HOSPITAL. (171 Beds.) 
BURNLEY AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT HOUSE OFFICER (surgical). The post will 
become vacant 10th April, 1951, and is tenable for 6 months. 
Salary and conditions of service in accordance with the National 
Health Service terms. 

Applications, with copies of 3 testimonials, should be sent 
forthwith to J. E. WHEATCROFT, Secretary to the Committee. 

General Hospital, Casterton-avenue, Burnley, Lancs. 


BURY ST. EOMUND’S. WEST SUFFOLK GENERAL 
HOSPITAL. (289 Beds.) WEST SUFFOLK HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEON (first or second post) for 
Casualty and Orthopedic duties, post vacant mid-March. 
Appointment initially for 6 months. Salary £350 or £400 p.a., 
less £100 emolnments, in accordance with National Health 
Service terms and conditions of service. 

Applications, stating age, nationality, qualifications, and 
experience, giving names of 3 referees, to the House Governor. 
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BURY ST. EDMUND’S. 
HOSPITAL. 
MMITTEE 


SUFFOLK GENERAL 
SUFFOLK HOSPITAL 


of = 
qualifications, and 
_referees, to the House Governor. 


ppiications, stating age, nationalit; 
giving names of | 


ST. EDMUND’S. 


west SUFFOLK GENERAL 
HOSPITAL. (289 Beds.) WEST SUFFOLK HOSPITAL MANAGEMENT 
COMMITTEE. RESIDENT ANASSTHETIST (first or second 
post), post vacant early in May. Appointment initially for 
6 months. Salary £350 or £400 p.a., less £100 emoluments, 
in accordance with National og Service terms and 
conditions of service. The Hospital is recognised for i 
D.A. and if desired opportunity will be given for sundry duties 
as House Surgeon. 

Applications, stating age, nationality, qualifications, and 
experience, giving names of 3 referees, to the House Governor. 


BURY ST. EOMUND’S. WEST SUFFOLK GENERAL 
HOSPITAL. (289 Beds.) WEST SUFFOLK HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE PHYSICIAN (first or second post) for 


general a duties, post vacant eye Appointment 
initially for 6 months. £350 or £400 p.a., less £100 
emoluments, in accordance with National Health Service terms 
and conditions of service. 

Applications, stating age, nationality, qualifications, 
experience, giving names of 3 referees, to the 


and 
of 3 ouse Governor. 
BURY AND ROSSENDALE HOSPITAL MANAGE- 
MENT COMMITTEE. 
Florence Nightingale Hospital, Bury (120 Beds for 
Infectious D 
Aitken Sanatorium, Holcombe, near Bury (70 Beds 
for Tubercle) 

A vacancy exists fora HOUSE PHYSICIAN to work between 
these Hospitals. Applicants should have held previous House 
Officer posts. Salary and conditions of service will be in accord- 
ance with those laid down for hospital medical and dental 


staffs. 
Applications should be made immediately to— 
H. WILKINSON, Secretary to the Committee. 

Bury General Hospital, W almersley-road, Bury, Lancs. 
BURY AND ROSSENDALE HOSPITAL MANAGE- 
MENT COMMITTEE. FAIRFIELD GENERAL HOSPITAL. ROSSENDALE 
GENERAL HOSPITAL. Applications invited for post of SENIOR 
HOUSE OFFICER (obstetrics) at each of the above Hospitals. 
Salary and conditions in accordance with national scale. 

Applications should be made immediately to— 

_____H. WILKINSON, Secretary to the Committee. 
BURY GENERAL HOSPITAL. (164 Beds.) Required, 
HOUSE SURGEON. Post recognised for the F.R.C.S. Hospital 
is mainly surgical and experience can be gained in orthopredic 
and E.N.T. work. and conditions of service in accordance 
full details of qualificati d experi- 
pplications, ng e cations an 
ence, should be made immediately to— 
WILKINSON, Secretary, 
sae A and Rossendale Hospital Management Committee. 

Bury General Hospital, Bury, Lancs. 

CARDIFF. THE UNITED CARDIFF HOSPITALS. The 
Board of Governors invites applications for the appointment 
of SENIOR HOUSE OFFICER (surgical) at Llandough Hos- 
pital. Salary in accordance with terms and conditions of service 
of hospital medical and dental staffs. 

Applications, stating age, nationality, qualifications, experi- 
ence, and present appointment, together with the names of 
2 referees, should be sent as soon as possible to— 

ARNOLD TUNSTALL, Secretary and Principal 
Administrative Officer, The United ven Hospitals. 

Cardiff Royal Infirmary, Newport-road, Cardiff 
CARDIFF. CITY ISOLATION HOSPITAL. (219 Beds.) 
HOUSE OFFICER (medical) required at the above Hospital. 
Salary £350, £400, or £450 p.a., according to experience, less 
— valued £100. The post is resident and tenable for 

months. 

Applications to the Secretary, Cardiff Hospital Management 
Committee, St. David’s Hospital, Cardiff. 


CARDIFF. ‘ST. DAVID’S HOSPITAL. (656 Beds.) 
HOUSE OFFICER (medical) syeumed. Salary in accordance 
with national conditions of se 

Applications to the Secretary, “Cardiff Hospital Management 
Committee, St. David’s Hospital, Cardiff. 


CARDIFF. ST. DAVID’S HOSPITAL. (656 Beds.) 
SENIOR HOUSE OFFICER (Physician) required. Duties 
will include peediatrics ; acute medical and chronic sick cases. 
Salary £670 p.a., less £130 for full residential emoluments. 
Applications, with names of 2 referees, be sent to the 


Secretary, Cardiff Hospital Management Committee, St. David’s’ 


Hospital, Cardiff, envelope to be marked House Physician. 


CARDIFF. ST. DAVID’S HOSPITAL. (Accident Unit.) 
Applications invited for post of SENIOR HOUSE OFFICER 
for the above Unit. Salary £670 p.a., less £130 for full residential 
emoluments. 

Applications, stating age, experience, &c., to be sent to the 
Secretary, Cardiff Hospital Management Committee, St. David’s 
Hospital, Cardiff, in envelope marked in top left ‘hand corner 
“ Accident Unit. » 


CHELMSFORD AND ESSEX HOSPITAL. (162 Beds.) 
HOUSE SURGEON, post now vacant. This post offers 
ao. surgical experience and is recognised for the F.R.C.S. 
in accordance with National Health Service scale. 
Applications, together with 2 recent testimonials, to the 
Imsford Group Hospital Management 

Chelmsford, Essex. 


CHELMSFORD. ST. JOHN’S HOSPITAL. Applications 


invited for post of HOUSE SURGEON, duties commen 

as soon as ible. Salary in accordance with national scale. 
Applications, stating age, nationality, qualifications, and 

experience, together with copies of testimonials, should be sent 

immediately to the Secretary, Hos — Management Committee— 


Chelmsford Group, Chelmsford and Essex Hospital, London-road, 


Chelmsford, Essex. 
SURREY. ST. LAWRENCE’S HOSPITAL 
COMMITTEE. Applications invited for post of 
JUNIOR eHOSPITAL MEDICAL OFFICER at the above 
Hospital, which accommodates over 2000 mental defectives. 
Salary £700 p.a., rising to £1000 p.a. If resident, a charge of 
£165 p.a. is made in respect of board, lodging, &c. The Hospital 
is situated within _, travelling distance of London, and there 
are ample opportunities for further study. 

Applications, stating full name, age, nationality, qualifications, 
and experience, and pr roviding the names of 2 referees, should be 
addressed to the hysician-Superintendent, St. Lawrence’s 
— Caterham, within 10 days of the appearance of this 

vert 
CANTERBURY. 


ST. AUGUSTINE” S HOSPITA 
near CANTERBURY. Applications invited 


ervous Disorders, from registered practitioners 
or Female) for the of "RESIDENT SENTOR HOUSE 

FFICER for tenure of in accordance with 

terms and conditions of service for pee medical staff—i.e., 
£670 whic Unmarried accommodation is available in the Hospital, 

ich a charge of £150 will be made. 

pply, stating nationality, age, sex, qualifications, 
awk ence, with names of 3 referees, to the Medical Sup 
tendent, within 14 days of this ‘advertisement. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (240 Beds.) CANTERBURY GROUP HOSPITAL MANAGEMENT 
COMMITTEE. ORTHOPADIC HOUSE SURGEON. 
Appointment now vacant and limited to 6 months. Previous 
experience in orthopendic surgery an advantage. a is recog- 
nised for the F.R.C.S. Diploma. Salary £400 or £450 p.a., 
according to number of posts held, with. a deduction of £100 
p.a. for residential emoluments. 

Applications, giving age, full particulars of qualifications with 
dates, and experience, with copies of 3 — testimon: 
should be forwarded as soon as possible to M. D. Kay, Chief 
Administrative Officer at the Hospital. 


HOSPITAL. CHILDREN’S DEPAR AR lications invited for 
post of RESIDENT MEDICAL OFFI R (second or third 
post) for the Children’s Department (50 Beds). The ye YF 
which is recognised for candidates entering for C.H 
offers scope for wide experience in all departments of pediatrics 
surgical cases, an ~. attendance at Outpatient Departments a 
. Previous hospital ene in trics 
and conditions of service in in accordance 
with the National Health Service regulations 
with 3 testimonials, be addressed 
immediately to S. T. Davis, Secretary- Superintendent. 
Cheltenham General = and Children’s Hospital, 
Cheltenham. 
CHELTENHAM GENERAL EYE AND 


and 


HOSPITAL. (220 Beds.) Applications invited from 
medical ractitioners (Male) for appointment of OUSE 
SURGEON. Sal and conditions of service will be in accord- 


ance with National Health Service regulations. 

Applications, stating age, qualifications, experience, and 
pono, 3 copy testimonials, should be forwarded to the Secre- 
tary, Cheltenham Group Hospital Management Committee, 
General Hospital, Cheltenham. 


CLACTON AND DISTRICT HOSPITAL, Clacton-on-Sea 
ESSEX. Required, HOUSE SURGEON (first, second, or t third 
The will be for a of 6 months. Salary 

accordance with the terms and conditions of service of hospital 
medical staff, with a deduction of £100 p.a. in respect of resi- 
dential emoluments. 

Applications, together with copies of 2 recent testimonials, 

should be sent as soon as possible to the Group Secretary, 
Colchester p= vag Hospital Management Committee, 14, Pope’s- 
lane, Colcheste: 
COTTINGHAM, 1 E. YORKS. CASTLE HILL HOSPITAL. 
(200 Beds—modern I.D. hospital with full laboratory facilities. ) 
Whole-time HOUSE OFFICER (second or third post) required 
for duties under Consultant in I.D. 

Detailed applications, with names of 3 referees, to be received 
Secretary, No. 5 Hospital Management Committee, 
Hull B ar’ Castle Hill, Cottingham, E. Yorks, by 5th 


CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL — 
8T. HELIER GROUP HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations invited for post of REGISTRAR in the Ttadiological 
Department at the above Hospital, vacant Ist April, 1951. 
Forms of ay eo (which should be returned duly completed 
to the Group Secretary, St. Helier Hospital, Carshalton, Surrey, 
not later than 14 days after the appearance of this advertisement) 
will be forwarded on receipt of foolscap stamped addressed 
envelope. Canvassing wi!l disqualify, but candidates are not 
precluded from visiting the Hospital. 


DENBIGH. THE NORTH WALES HOSPITAL FOR 
NERVOUS AND MENTAL DISORDERS. SENIOR HOUSE OFFICER 
required. Salary £670 p.a., less recognised charge for services 
provided by the Hospital. ‘Single quarters or flat available for 
married man. 

Applications, with bea of 2 referees, to the Medical Super- 
intendent as soon as possible. 

SIDNEY L. Frost, Secretary to the Management Committee. 

1st February, 1951. 


: ophthalmic and E.N.T. duties. Appointment initially for 
6 months. Salary £350 or £400 p.a., less £100 emoluments, 
in accordance with National Health Service terms and conditions 
| 
ae 
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COVENTRY GROUP NO. 20 HOSPITAL MANAGE- 
MENT COMMITTEE. Applications invited for under-mentioned 
posts. National scale of salaries :— 

Coventry and Warwickshire Hospital (346 Beds) 

HOUSE PHYSICIAN, vacant early April. The Hospital is 

the central pe a ay of the group and offers wide experience. 
Manor Hospital, Nuneaton (137 Beds) 
—_—, SURGEON for Casualty Department and general 
uties. 
George Eliot Hospital, Nuneaton (289 Beds) 

HOUSE SURGEON, now vacant. 

HOUSE PHYSICIAN, vacant early March. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of recent testimonials, to the Secretary, 
Group 20 Hospital Management Committee, Coventry and 
DARLINGTON. GREENBANK MATERNITY HOS- 
PITAL. (53 Beds.) HOUSE OFFICER (first post), resident, 
required, vacant Ist April. Salary in accordance with national 
scale, that is £350 p.a.. less emoluments for a first appointment. 
R practitioners within 3 months of qualification may apply 
when the appointment will be limited to 6 months. 

Apply, with references, to— 

G. W. BECKWITH, Secretary, 

Darlington District Committee. 
Darlington Memorial Hospita 
DEVON AND CORNWALL. The Board of Governors 
of the UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the 
joint, of REGISTRAR in Thoracic Surgery at 

kmoor Sanatorium, Bovey Tracey, Devon, undertaking 
work in the Devon and Cornwall area. Applicants should hold 
high surgical qualifications, and previous experience in thoracic 
surgery is desirable. The appointment is subject to the terms 
and conditions of service of hospital medical and dental staffs 
and will be held for 1 year in the first instance, when the contract 
will be terminated ; it may, however, be renewed for a — 
year, when the successful candidate may be appointed to t 
Thoracic Centre at Frenchay Hospital, Bristol. 

Applications (10 copies), stating date of birth, qualifications, 

and experience, together with 10 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be addressed to 
the Secretary of the Regional Hospital Board, 5, Cotham Lawn- 
road, Bristol, 6, so as to reach him not later than 9th March, 
1951. Canvassing will disqualify. 
DONCASTER ROYAL INFIRMARY. (330 Beds—recog- 
nised under the Regulations for the Examinations of the R.C.S.) 
Required, HOUSE SURGEON (Male or Female). Salary £350, 
£400, or £450 p.a., according to experience. A deduction at 
rate of £100 p.a. made for board, residence, 

Applications, stating age, qualifications with dates, nation- 
ality, and present post, with copies of 3 recent testimonials, 
sho be forwarded to— 


ARTHUR JONES, Secreta 
Doncaster Hospital Management Commnittes, 
c/o Doncaster Royal Infirmary. 


ROYAL INFIRMARY. (Recognised under 

e regulations for the D.L.O. and D.O.M.S.) Applications 
from red medical practitioners for whole- 
post of SENIO HOUSE OFFICER, E.N.T. Department 
in accordance with the terms and conditions of service of hospital 
medical and dental staffs (England and Wales). Salary at the 
rate of £670 p.a. 

Applications, stating age, education, qualifications, and 
details of present and previous appointments with dates 
together with copies of 3 testimonials, should be forwarded to 
reach the undersigned not later than 28th ee: 1951. 

ARTHUR JONES, ecretary, 
Doncaster Hospital Committee. 
c/o Doncaster Royal Infirmary. 


DONCASTER ROYAL INFIRMARY. (330 Beds—recog- 
nised under the Regulations for the D.L.O. and D.O.M.S.) 


thalmic 
according to e re ng mong from which a deduction at rate of £100 
p.a. will be made for board, residence, &c. 

Applications, stating age, ‘qualifications with dates, nationality, 
and present post, and am yan by copies of 3 recent testi- 
monials, should be forwarded to— 

ARTHUR JONES, Secretary, 
Doncaster Hospital Management Committee. 

c/o Doncaster Royal Infirmary. _ 

DRIFFIELD, YORKS. EAST RIDING GENERAL HOS- 
PITAL. (304 Beds.) oe HOUSE OFFICER (surgical) 
required. Salary £670 p in accordance with the terms of 
service issued by the Ministry of Health. 

Applications, stating age, and experience, 
together with copies of 3 references, should be addressed to the 
Secretary, Westwood Hospital, Beverley, 
DUMFRIES. ROYAL INFIRMARY. Dumfries and 
GALLOWAY HOSPITAL BOARD. Required, RESIDENT HOUSE 
SURGEON for 6 months from Tst April, 1951. Salary and 
conditions of service according to National Health Service scale, 

Applications, egg age, qualifications, experience, with 
names of 3 referees, to Group Medical Superintendent, Royal 
DUNDEE MENTAL HOSPITAL, Westgreen, Dundee. 
Applications invited for appointment of JUNIOR HOSPITAL 
MEDICAL OFFICER (resident). Salary is at the rate of 
£700 p.a., less a deduction for residential emoluments, while 
o_ =" will be held for not more than 1 year in the 

ret 

Applications, containing copies of recent testimonials, should 
be sent to the Physician-Superintendent. 


ye GENERAL (formerly Redhill County) HOS- 
AL, EDGWARE, MIDDLESEX. (713_Beds.) RESIDENT PACDIA- 
TRIC HOUSE PHYSICIAN, post vacant 8th April and is 
recognised for D.C.H. Salary £400-—£450 p.a., according to 
experience. Deduction of £100 p.a. for board, lodging, &c. 

Applications, stating age, qualifications, experience, and 
enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 10th March, 1951. Candidates selected 
for interview will be notified by 17th March, 1951. 
EDINBURGH. ROYAL HOSPITAL FOR SICK CHIL- 
DREN. Applications invited from registered 
for 3 appointments of supernumerary -RESIDENT 
HOUSE PHYSICIANS in the above Hospital ing the 6 months 
commencing Ist April, 1951. Salary, &c., in accordance with 
National Health Service scale. 

Applications, stating age, qualifications, and experience, 
together with 3 recent testimonials, to be sent immediately to 
the Medical Superintendent, Central Hospitals, 
1a, Rillbank-terrace, Edinburgh, 

EPPING. ST. “HOSPITAL. Beds.) 
Applications invited for post of HOUSE SURGEON (first 
post) at the above hospital. Salary on National Health Service 
scale, viz., £350 p.a., less a deduction at the rate of £100 p.a. 
for board and lodging and other services provided. The successful 
ques ate will be required to take up the appointment imme- 

Applications ~ writing, together with copies of 2 recent 
testimonials, to be forwarded immediately to the Secretary, 
Epping Group Hospital Management Committee, St. Margaret’s 
Hospital. Epping. 

EPSOM, SURREY. HORTON HOSPITAL. There is a 
vacancy for a SENIOR HOUSE PHYSICIAN. Applicants 
must gee Feo a house appointment in a General Hospital. 

Single resident accommodation is available. The_ hospital 
bene» Beds) deals with all types of psychiatric illness. There is a 

ial unit (The Mott Clinic) for the treatment of neurosyphilis. 

‘acilities are eR for attending courses of instruction in 
London for the D Salary £670 p.a. and conditions of service 
the published conditions of the Ministry 
ealt 

Applications, with the names and addresses of 2 referees, 
should be sent to the Physician-Superintendent not later than 
14 days after the appearance of this advertisement. 


FRODSHAM. LIVERPOOL HOSPITAL, Kingswood, 
FRODSHAM. (135 Beds.) LIVERPOOL AND CROSSLEY ore mee 
MANAGEMENT COMMITTEE. Applications invited from registe 
medical woe for position of JUNIOR HOSPITAL 
MEDICAL OFFICER. Salary £700—£50-£1000 p.a., leds 
deduction for alkene The terms and conditions of service 
are in accordance with those laid down for medical and dental 
staffs (England and Wales). The Hospital is for the treatment of 
pulmonary tuberculosis. Resident accommodation for a single 
person, or cottage if married. 

Applications, stating age, qualifications, and experience 
together with the names of 2 or 3 referees, should be ferwanked 
not later than 28th February, 1951, to— 

Dr. G. S. ERWIN, Physician- Superintendent. 


GRANTHAM AND KESTEVEN GENERAL HOSPITAL. 
(117 Beds.) Applications invited for post of HOUSE OFFICER 
(surgical) for casualty and some aneesthetic duties. The appoint- 
ment, which becomes vacant on 9th March, 1951, will be for 
6 months in the first instance. Salary at the rate of £350—£450- 
p.a., according to the number of posts held, from which a deduc- 
tion at the rate of £100 p.a. will be made in respect of residential 
emoluments. 

Applications, stating age, qualifications, nationality, together 
with copies of recent testimonials, should be forwarded to the 
Secretary, Grantham Hospitai Management Committee, 101, 
Manthorpe-road, Grantham. 

GRIMSBY GENERAL HOSPITAL. (220 Beds.) Grimsb 

HOSPITALS MANAGEMENT COMMITTEE. Locum HOUSE OFFICE 

(gyneecological) required for a few weeks from 25th February. 
National Health Service remuneration and conditions. 

ay immediately to Administrative Officer, Grimsby 
General Hospital. 

GRIMSBY GENERAL HOSPITAL. (220 Beds.) Grimsb 
HOSPITALS MANAGEMENT COMMITTEE. Required, RESIDEN 
HOUSE SURGEON, post vacant 24th February, 1951. The 
appointment is for 6 months and remuneration is in accordance 
with the National Health Service terms and conditions of service. 

Applications should be sent to the Administrative Officer, 

rimsby General Hospital, Grimsby. 


GRIMSBY GENERAL HOSPITAL. (220 Bede.) Grimsby 
HOSPITALS MANAGEMENT COMMITTEE. Required, RESIDEN 
GYNASCOLOGICAL HOUSE SURGEON (Male or Female) 
for duties at the above Hospital and Scartho Road Infirmary, 
ype Post is vacant on 24th February, Oo and is 4 

months. 

Apply immediately to Administrative Officer, Grimsby General 
Hospital. Grimsby. 
GRIMSBY GENERAL HOSPITAL. (220 Beds.) Grimsb 
HOSPITALS MANAGEMENT COMMITTEE. Locum HOUSE OFFICE 
(surgical) required for a few weeks from 25th February. 
National Health Service remuneration and conditions. 

Apply immediately Administrative Officer, Grimsby 
General Hospital. 
HERTFORD COUNTY HOSPITAL, Hertford, Herts. 
pe Beds.) Applications invited for appointment of CASUALTY 

FFICER and SECOND HOUSE PHYSICIAN (Male), me 

ao (first or second post held), duties to commence 14th Marc! 

1951. 6 months’ appointment. Salary at rate of 2330-8600 

.&., less £100 residential emoluments. R practitioners within 

months of qualification may apply. 

Applications to the Secretary, Mr. P. G. Brooks, Hertford. 
No. 1 Group Hospital Management Committee, Hertford 
County Hospital, Hertford, Herts. 
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HERTFORD COUNTY HOSPITAL, Hertford, Herts. 
(171 Beds.) Applications invited for appointment of HOUSE 
SURGEON (Male), first, second, or third post held. 6 months’ 
appointment. Salary is at the rate of £350—£450 p.a., less 
£100 p.a. for residential emoluments. Duties to commence 
1st April, 1951. R practitioners holding = post may apply. 

Applications to the Secretary, Mr. P. Brooks, Hertford 

No. 1 Group Hospital Management come Hertford 
County Hospital, Hertford, Herts. 
HEREFORD. BURGHILL AND HOLME LACY HOS- 
PITALS. HEREFORD MENTAL HOSPITALS. hay Beds.) HERBFORD- 
SHIRE HOSPITAL MANAGEMENT COMMITTE Applications invited 
for the post of resident SENIOR HOUSE ‘OFFIC ER (unmarried), 
Male or Female. Salary £670 p.a., less £150 p.a. for residential 
service. Conditions of service applicable to hospital medical 
and dental staffs (England and Wales). Previous experience 
in psychiatry is not essential, but is desirable. 

Applications, with the names of 2 referees, should be addressed 
to the Medical Superintendent, Burghill Mental Hospital, 
HARROGATE ROYAL BATH HOSPITAL, Cornwali- 
road, HARROGATE. (146 Beds—a national hospital for the 
treatment of rheumatic and allied diseases.) HARROGATE AND 
— HOSPITAL MANAGEMENT COMMITTEF. Applications invited 

) registered medical practitioners for post of RESIDENT 
MEDICAL OFFICER. This Hospital is recognised as having 
an authorised Physical Medicine Department and time spent in 
the above post will afford good experience in Physical Medicine 
and Orthopeedics and* will count towards the qualifying 12 
months for the Diploma in Physical Medicine. Salary in accord- 
ance with the National Health Service scale, and subject to the 
National Health Service (Superannuation) Regulations, 1950. 
The appointment will be for a period of 6 months. 

Applications to be forwarded to the Assistant Secretary, 
Royal Bath Hospital, Cornwall-road, Harrogate, immediately. 
HARROGATE ROYAL BATH HOSPITAL, Cornwall- 
road, HARROGATE. (146 Beds—this is a National Hospital for 
the treatment of rheumatism and allied diseases and is the centre 
of rheumatism research for the area.) Required, SENIOR 
HOUSE OFFICER (Surgical Orthopedic Unit). Previous 
orthopeedic experience desirable but not essential. Salary at 
rate of £670 p.a., subject to a deduction in respect of board and 
lodging. The appointment is also subject to the National Health 
Service (Superannuation) Regulations, 1950, 

Applications to be forwarded to the Secretary, Harrogate and 
Ripon Hospital Management Committee, Hereford | Lodge, 
Cornwall-road, Harrogate, as soon as possible. 


HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (140 + Beds.) Applications invited for 
following appointments :— 

RESIDENT SURGICAL OFFICER (Male). 6 months’ 
a Salary £450 p.a., less £100 p.a. for residential 
emolumen 

HOUSE Su RGEON (Male or Female). 6 months’ appoint- 
ment. Salary £350-£450 p.a., according to previous posts 
held, less £100 p.a. for residential emoluments. 

Applications in writing, stating age, qualifications with dates, 
and nationality, with copies of 3 testimonials, to be sent imme- 
diately, addressed to the undersigned at Pembroke County War 
Memorial Hospital, 

A. W. YOouNGS, Secretary, 
West Wales Hospital Management Committee. 


PHYSICIAN (first appointmen months’ appointment. 
Salary in accordance with national scale. Full residential 
to b t 
cations are e se 
A. W. YounGs, Secretary 
West Wales Hospital Management Committee. 
HULL ROYAL INFIRMARY Hull A Group Hospital 
MANAGEMENT COMMITTEE. Al _lications invited for post of 
HOUSE PHYSICIAN, vacant April. National salary scale and 
conditions. Appointment will be for 6 months, terminable 
by 1 month’s notice cither side. 
Forms of application from the Administrative Officer. 


HULL ROYAL INFIRMARY. Hull A Group Hospital 
MANAGEMENT COMMITTEE. HOUSE SURGEON required in 
the E.N.T. Department at the Hull Royal Infirmary and the 
Victoria Hospital for Sick Children Recognised for D.L.O. 
National scale and conditions. 6 months’ appointment, 
terminable at any time by 1 month’s notice either side. 

Forms of application from the_ Administrative re Officer, 


HULL ROYAL INFIRMARY. Hull A Group Hospital 
MANAGEMENT COMMITTEE. Applications invited for following 


ts :— 
port) SENIOR CASUALTY OFFICER (Senior House Officer 


grade). £670 p.a. 
(2) JUNIOR OFFICER. Salary £350-£450, 
according to experien 
If resident there will = deduction in each case at rate of £100 
.a. for residential emoluments. One of the posts may have to 
cS non-resident. Appointments for 6 months, terminable at 
any time by 1 month’s notice either side 
of application from the ‘Administrative Officer. 


HUDDERSFIELD ROYAL INFIRMARY. (321 Beds.) 
HOUSE SURGEON required to commence duties imme- 
diately. Salary in accordance with terms and conditions 
of service ———— medical and dental staffs with full 
residential emoluments 

together with of 3 recent testimonials, 
to be addresse as soon as possible to— 

H. J. JoHnson, Secretary, 
Huddersfield Hospital Management Committee. 
The Royal Infirmary, Huddersfield. 
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HALIFAX GENERAL HOSPITAL. (425 Beds.) Required, 
HOUSE SURGEON (Male or Female). Salary accor to 
experience. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 3 recent testimonials, to be addressed 
to the Secretary at the Royal Halifax Infirmary, Halifax. 
HALIFAX. ROYAL HALIFAX INFIRMARY. (298 } Beds.) 
Applications invited for post of RESIDENT SURGICAL 
OFFICER (Male) of Senior House Officer sate at the above 
General Hospital, which is recognised for the F.R.C.S. 

Applications, stating age, nationality, qualifications, and 
experience, together with 3 testimonials. to be forwarded to 
the Sccretary. 
HALIFAX. ROYAL HALIFAX INFIRMARY. (298 Beds.) 
Required, RESIDENT SENIOR HOUSE OFFICER (Male) for 
duty in Casualty and Orthopsedic Departments. 

Applications, stating age, nationality, and experience, 
together with copies of 3 testimonials, to be forwarded to the 
Secretary. 
HALIFAX. ROYAL HALIFAX INFIRMARY. (298 Beds.) 
Applications invited for post of HOUSE PHYSICIAN at the 
above busy acute General Hospital. Salary according to 
experience. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of 3 testimonials, to be forwarded 
to the Secretary. 


HEMEL HEMPSTEAD. WEST HERTS HOSPITAL. 
(170 Beds—4 Residents.) WEST HERTS GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. thee invited for post of CASUALTY 
OFFICER AND H RGEON, which will be tenable for 
a term of 6 months. Salary £350 G a.—-£450 p.a., according to 
number of posts previously ‘held. A deduction of £100 p.a. 
will be made for residential emoluments. 

Applications, stating age, qualifications, and experience, &c., 
and accompanied by copies of 2 recent testimonials, should be 
sent to the Administrator at the Hospital. 


HEMEL HEMSSTSAS. WEST HERTS HOSPITAL, 
(170 Beds.) ERTS GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE. SURGEON (second or third post), post 
now vacant. Salary and conditions of service in accordance 
with the National Health Service terms. 

Applications, stating age, and giving - details of qualifica- 

tions and previous experience, and accompanied by as ha 
2 recent testimonials, should be submitted | to tl the Administras 
at the Hospital as soon as possible. 
HILLINGDON HOSPITAL. House Physician (resident), 
Male, required at Hillingdon Hospital, near Uxbridge, Middlesex, 
Tenable for 6 months. Salary according to scale £350-£450 p.a., 
less a deduction of £100 p.a. for residential emoluments. Whole- 
time duties under the Medical Director. Appointment recognised 
for M.D. (London), Branch I. 

Applications, stating age, qualifications, nationality, and 
experience, with ae ny of not more than 3 recent testimonials, 
to the Medica! Director not later than 7th March. 
KNARESBOROUGH, YORKS. SCOTTON BANKS 
HOSPITAL. Required, HOUSE PHYSICIAN. This is a modern 
well-equipped hospital for the treatment of tuberculosis. nas | 
in accordance with terms and conditions of service of hospita 
medical and dental staffs (England and Wales). The appoint- 
ment is subject to the National Health Service (Superannuation) 
Regulations, 1950. 

Applications, stating age, experience, and qualifications, to 

be forwarded to the Secretary, Harrogate and Ripon Hospital 
Management Committee, Hereford Lodge, Cornwall-road, 
Harrogate. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. House 
OFFICERS (2), first, second, or third post, resident, required 
for general surgery. Salary, terms, and conditions of service as 
approved for hospital medical staff. 

be ge (endorsed ‘* House Officer, General Surgery, 
W.M.H.”’), stating age, nationality, qualifications, and experi- 
ence, with copies of up to 3 recent testimonials, to Secretary, 
South West Middlesex Hospital Management Committee, 1, 
Churchfield-road, Ealing, W.13. Closing date 6th March, 1951. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. House 
OFFICER (first, second, or third post), resident, required for 
Peediatric Unit. Salary, terms, and conditions of service as 
approved for hospital medical staff. 

Applications (endorsed ‘‘ House Officer, Peediatric Unit, 
W.M.H.”’), stating age, nationality, qualifications, and experi- 
ence, with copies of up to 3 recent testimonials, to Secretary, 
South West Middlesex Hospital Management Committee, M 
Churchfield-road, Ealing, W.13. Closing date 6th March, 1951. 


IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
IPSWICH GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
PHYSICIAN required 25th March, 1951. National salary scale. 
Applications, with full particulars, to JOHN WILLIAMS, 
Secretary, at East Suffolk: and Ipswich Hospital, Anglesea- 
road, Ipswich. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. CASUALTY OFFICER AND ASSISTANT HOUSE 
PHYSICIAN required 9th April. A busy Casualty Department. 
Good scope for medical experience. National scale and condi- 


ions. 

Applications. with full particulars, to JoHN WILLIAMS, 
Secretary, Ipswich Hospital Management Committee at East 
Suffolk and Ipswich Hospital. 


IPSWICH BOROUGH GENERAL HOSPITAL. (301 
Beds.) HOUSE SURGEON to Gynecological and Obstetrical 
Department required 10th April, 1951. (Present holder of post 
is re-applying.) Salary (House Officer grade) according to 
previous appointments beld. 

Applications, with full particulars, to JoHN 'WHLLIAMs, 


A 
| 
| 
| 
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| 
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: ecretary, Ipswich Group ospital Management Committee, 
7 at East Suffolk and Ipswich Hospital, Ipswich. 
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IPSWICH BOROUGH GENERAL HOSPITAL. (301 

recognised for D.A. ; F.R.C.S. recognition applied for.) 
2 HOUSE SURGEONS required immediately, each for a 
General Surgeon. Large turnover of surgical cases of all types 
including children. Considerable experience in emergency 
surgery. Good off duty. Appointments normally for 6 months. 
Salary (House Officer grade) according to previous appoint- 
ments held. 

Applications, stating age, qualifications, and previous 

appointments, if any, together with copies of recent testi- 
monials or names of 2 referees, to JOHN WILLIAMS, Secretary, 
Ipswich Group Hospital Management Commi ttee at East 
Snffolk and Ipswich Hospital, Ipswich. 
ISLE OF MAN. NOBLE’S HOSPITAL. Applications 
invited for post of HOUSE SURGEON (first post) in busy 
hospital with over 150 Beds and the usual ancillary departments. 
Post will provide ample and varied experience in pleasant 
surroundings. Salary £400 p.a., less £100 p.a. for board and 
lodging. Appointment for 6 months in first instance. 

Applications, with copies of 2 recent testimonials, to the 
Secretary, Noble’s Hospital, Douglas. 

KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL. (Acute General Hospital—124 Beds.) MID-WORCESTER- 
SHIRE HOSPITAL MANAGEMENT COMMITTEE. Applications invited 
for the appointments of 2 HOUSE SURGEONS, one post 
vacant now, the other will be vacant on 26th March. Salary 
£350, £400, or £450 p.a., according to experience, less £100 for 
residential emoluments. Practitioners within 3 months of 
paw pay may apply, in which case the appointments will be 
ited to 6 months. 

Applications, with copies of recent someneniems, to be sent 
to the Administrative Officer of the Hospita 
LEEDS. MENSTON (MENTAL) -Appili- 
cations invited from registered medical practitioners for whole- 
time appointments of JUNIOR HOSPITAL MEDICAL 
OFFICERS. Facilities will be available for training in all 
branches of psychiatry in conjunction with the University of 
Leeds Department of Psychiatry. The salary will be in accord- 
ance with the terms and conditions of service of hospital medical 
and dental staffs (England and Wales)—£700-—-£50-£1000 p.a. 
Residential accommodation is available for single applicants. 

» Applications, stating age, marital state, qualifications, and 
full details of experience, together with the names of 2 persons 
to whom reference can be made, to be sent to the Medical 
Superintendent, Menston Hospital Management Committee, 
Menston Hospital, near Leeds, as soon as possible. 

C. C. MORGAN, Secretary, 
Menston Hospital Management. Committee. 
LEEOS. PUBLIC DISPENSARY AND HOSPITAL. 
Applications invited from registered medical practitioners for 
the following House Officer a ee now vacant :— 
OFFICE 
E.N.T. AND OPHTHALMIC HOUSE SURGEON. 
6 months’ appointments. Salary and conditions of service 
in accordance with the terms of service issued by the Ministry 
of Health—namely, £400 if second post held, or £450 p.a. 
. — or subsequent post held, with a deduction at the rate 

f £100 p.a. in respect of board, lodging, and other services 
' Applications, stating age, qualifications, and experience, 
together with copies of 3 recent testimonials, should be for- 
warded to the Administrative Medical Officer, St. James’s 
Hospital, Leeds, 9, as soon as possible. 

J. FOLKARD, Secretary, 
Leeds A Group Hospital "Management 

Administrative Offices, St. James’s Hospital, Leeds. 

LEEDS. ‘PUBLIC DISPENSARY AND 
Required, SENIOR CASUALTY OFFICER (Senior House 
Officer), Male or Female, at the above Hospital. Appointment for 
a period of 1 year in the first instance, and the salary will be in 
accordance with the agreed terms and conditions a service 
of hospital medical and dental staffs—namely, £670 p. 

Forms of application, available from the un prnarhew should 
be completed and returned as soon as possible. 

J. FOLKARD, Secretary, 
eeds A Group Hospital Management Someneates. 

Administrative Offices. St. James’s Hospital. Leeds, 9. 
LEEDS. JEWISH HERZL MOSER HOSPITAL. Applica- 
tions invited from registered medical practitioners for appoint- 
ment of JUNIOR HOSPITAL MEDICAL OFFICER at above 
Hospital for the treatment of both medical and surgical cases. 

in accordance with the terms and conditions of ouvies 


contained flat available ~~ for married or single persons. 
The appointment will be for a period of 1 year in the first 
instance. 


Forms of application, obtainable from the undersigned, should | 


be completed and returned as soon as possible. 
FOLKARD, Secretary, 
Leeds A Group Hospital Management Committee. 
Administrative Offices, St. James’s Hospital, Leeds, 9. 
LEEDS. UNITED LEEDS HOSPITALS. Applications 
invited for post of SENIOR RESIDENT ANASSTHETIST 
at the General Infirmary at Leeds. The post carries House 
Officer grading and applicants should have held at least 1 
anesthetic appointment. 
Applications, stating age, qualifications, and experience, to 
be sent as soon as possible to— 
S. CLayTON FRYERS, Secretary to the Board. 
Lincs. COUNTY INFIRMARY. (240 Beds.) 
BY HOSPITALS MANAGEMENT COMMITTEE. Required, HOUSE 
OFFICER (medical), post now vacant, at this busy general 
Hospital. Termsand conditions of service as laid 
Applications, giving names of 2 referees, to be 
the Administrative Officer, County Infirmary, Louth. 


LOUTH, LINCS. COUNTY INFIRMARY. (240 Beds.) 
Required, HOUSE OFFICER (surgical), post vacant on 28th 
February. The post is resident and a deduction will be made of 
£100 p.a. in respect of board, residence, &c. Salary and conditions 
in accordance with the national scale. 

Applications, giving full particulars, together with names of 
2 referees, to be addressed to the Administrative Officer. 
LOUTH, LINCS. COUNTY INFIRMARY. (240 Beds.) 
GRIMSBY HOSPITALS MANAGEMENT COMMITTEE. Required, 
HOUSE OFFICER (anesthetics and general duties), oma now 
vacant, at this busy General Hospital. The above duties cover 
gynecology, maternity, E.N.T., and some orthopedics. Terms 
and conditions of service as laid down nationally. 

Applications, giving names of 2 referees, to be addressed to the 
Administrative Officer, County Infirmary, outh. 
LYMINGTON AND DISTRICT HOS ITAL, Lymington, 
HANTS. HOUSE SURGEON required, eng vacant immedi- 
ar: —— for 6 months. ary £350-£450 p.a. 
according to number of posts previously held, less £100 p.a. 
for residential emoluments. Terms and conditions of service 
as laid down by Ministry of Health. 

Pasig rgr with copies of testimonials, to be submitted 

soon as possible, to the ogy oe Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
LIVERPOOL MATERNITY HOSPITAL. The bana 
LIVERPOOL HOSPITALS. Applications invited from registe 
medical practitioners for a post as PASDIATRIC AI 
(whole-time) at the Liverpool Maternity Hospital for the period 
to 30th September, 1951. he post offers facilities for neonatal 
peediatrics under the direction of the Professor of Child Health 

the University of Liverpool. The post is assessed in the 
Senior Registrar or Registrar grade and is subject to the 
nationally agreed terms and conditions of service. The appoint- 
ment is subject to the National Health Service superannuation 
regulations. 

Applications, stating age, qualifications, and details of 
present and previous appointments with dates, accompanied 
by the names of 3 persons to whom reference may be made, 
should be sent to reach the a by 10th March, 1951. 

. V. J. HINDS, Sec retary, 
The Liverpool Hospitals. 

"80, Rodney-street, Liverpool, 1, 15th February, 1951. 
LIVERPOOL. ROYAL LIVERPOOL CHILDREN’S 
HOSPITAL. THE UNITED LIVERPOOL HOSPITALS. Applications 
invited from registered medical practitioners for a post as 
RADIOLOGICAL REGISTRAR at the Royal Liverpool 
Children’s Hospital for the period to 30th September, , 1951. 
The ost is assessed in the Senior Registrar or Registrar grade 
and is subject to the nationally agreed terms and conditions of 
anrvinn, The appointment is subject to the National Health 
Service superannuation regulations. 

Applications, stating age, qualifications, and details of 

resent and previous appointments with dates, 
by the names of 3 persons to whom reference ma made, 
should be sent to reach the by 10th "1951, 

. V. J. HINDs, Secretary, 
The Liverpool Hospitals. 

80, Rodney-street, Liverpool, 1, 15th February, 1951. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP 
(No. 14) MANAGEMENT COMMITTEE. Applications invited for 
appointment of HOUSE PHYSICIAN (second or third post). 
6 months’ appointment, commencing 26th March, 1951. Salary 
£300 or £350, according to previous number of appointments 
held, plus full residential emoluments. R practitioners holding 
first posts may apply. 

Applications, as soon as possible, to the Assistant Secretary, 
Warneford General Hospital. 
PITAL. (207 Beds.) WARWICKSHIRE HOSPITAL GROUP 
(No. 14). CASUALTY OFFICER (Ophthalmic, Orthopedic and 
Physical Medicine Departments). There are 2 "Casualty Officers 
sharing the duties of the Casualty Department and acting as 
House Surgeon to Specialist beds. The present vacancy is for an 
officer to look after ophthalmic, orthopedic, and physical 
medicine clinics and beds. Post suitable for candidates from 
the Services and those wishing to gain experience to enter 

neral practice. Appointment _a commence immediately. 
Reare of post 6 months. Salary, &c., in accordance with the 
number of poste previously held and the terms and conditions 
of service of hospital medical staff. 

Applications should be made as soon as possible to— 

Miss V. WELLS, Assistant Secretary. 

Warneford General Hospital. 

LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP 
(No. 14). CASUALTY OFFICER (E.N.T., Dermatol , and 
V.D. Departments). There are 2 Casu alty Otlicers sharing 
the duties of the Casualty Department and acting as "Hews 
Surgeon to Specialist beds. The present vacancy is for an 
officer to look after E.N.T., dermatology, and V.D. clinics 
and beds. Post suitable for candidates from the Services 
and those wishing gain experience to enter general 
practice. Tenure of post 6 months. Salary, &c., in accordance 
with number of posts previously held and 1 the terms and condi- 
tions of service of hospital a ga and dental staffs. 

Apply immediately to Miss V. WELLS, Assistant Secretary. 
LINCOLN. COUNTY ‘HOSPITAL. (200 Beds.) Required, 
HOUSE SURGEON at the above Hospital. 6 months’ appoint- 
ment. Salary at the rate of £350-£450 p.a., according to experi- 
ence, less £100 residential emoluments. 

Applications, stating age, qualifications, and experience, 
should be forwarded to the undersigned, together with copies 
of 3 recent testimonials. 

. Howick, Secretary 


R. W 
Lincoln No. 1 Hospital Maungeutent Committee. 
County Hospital, Lincoln 
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LINCOLN COUNTY HOSPITAL. (200 Beds.) Required, 
HOUSE OFFICER for Orthopedic and Fracture Department 
at the above Hospital. 6 months’ appointment. Salary £350- 
£450 p.a., according to experience, less £100 residential 
emoluments. 

Applications, onins age, qualifications, and experience, 
should be forwarded to the undersigned, together with copies 
of 3 recent testimonials. 

Lincoln No. 1 Hospital Management Committee. 

County Hospital, Lincoln. 


LUTON, BEDS. CHILDREN’S ANNEXE, LUTON AND © 


DUNSTABLE HOSPITAL. Applications invited for post of RESI- 
DENT P. AEDIATRIC HOUSE OFFICER. The Annexe is 
recognised for the D.C.H. and duties will cover both the medical 
and surgical wards. ‘Salary and conditions of service in accord- 
ance with national scale. The appointment is normally a second 
or third post although consideration will be given to newly 
qualified practitioners. 

Applications, stating age, nationality, qualifications, and 
‘experience, together with copies of 3 recent testimonials, should 
be sent immediately to the Secretary, Luton and Hite hin 
Group Hospital Management Committee, Luton and Dunstable 
Hospital, Luton, Beds. 

MARKET DRAYTON. CHESHIRE JOINT SANA- 
TORIUM, near MARKET DRAYTON, SALOP. (305 Beds.) Applica- 
tions invited for HOUSE OFFICER (tuberculosis). Salary 
within the National Health Service scale according to experi- 
ence—i.e., £350-£450 p.a., less £100 p.a. residential emoluments. 

Applications, stating age, nationality, and full details of 

revious service, including national service, should be ad 

the Medical Superintendent at the Sanatorium, and forwarded 
without THORNBURROW GIBSON, Secre 

toke-on-Trent Hospital Management. Committee. 
MANCHESTER, 4. ANCOATS HOSPITAL. Applications 
are invited for the posts of : 

an SURGEON to the e Orthopedic and Fracture Depart- 


HOUSE SURGEON to the E.N.T. Department. 
Applications, stating age, pee ae tag and names and addresses 
of 2 referees, to be addressed to the undersigned as soon as 
possible. JOHN H. DAFFORNE, 
General Superintendent and Secretary (Dept. T.L.). 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for a Whole-time NON-RESIDENT SENIOR 
REGISTRAR in the Regional Plastic Surgery Service. Duties 
mainly at Wythenshawe Hospital and Booth Hall Children’s 
Hospital, Manchester. Applicants must have been qualified at 
4 years, have had good training and experience in general 
surgery and hold a higher surgical qualification. Previous 
experience in plastic surgery is desirable. Salary £1000-—£100- 
£1300. Appointment will be made in the first instance for 1 
year, subject to renewal from year to year for 3 years at the 
discretion of the Board. National terms and conditions of service 
——— and post superannuable. 
‘orms of application can be obtained from the Senior 
Administrative Medical Officer, No. 1, North Parade, Parsonage- 
dens, Manchester, and should be returned, together th 
he names and addresses of 3 referees, to be received not later 
than 16th March, 1951. Canvassing will disqualify. 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
ae for RESIDENT SURGICAL REGISTRAR 


at : 

Poa) {Oldham and District Hospital Centre (Oldham Royal 

nfirmary, Boundary Park General Hospital). 

(b) kburn and District Hospital (Blackburn 

Royal Infirmary, Queen’s Park Hospital). 

Appointments will be made in the first instance for 1 year 
at a salary of £775 p.a., subject to renewal for a second year at 
the discretion of the Board. Applicants must have been qualified 
at least 2 years and must have held previous surgical posts. 
A higher qualification in surgery is desirable. The national 
terms and conditions of service are applicable and the posts are 
superannuable. 

Forms of application can be obtained from the Senior Adminis- 
trative Medical Officer, No. 1, North Parade, Parsonage- 
gardens, Manchester, and should be returned, together with the 
names and addresses of 3 referees, to be received not later than 
8th March, 1951. Canvassing will _ disqualify. 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of RESIDENT OBSTETRIC AND 
GYNACOLOGICAL REGISTRAR at Boundary Park General 
Hospital, Oldham (100 obstetric beds, 50 gynecological beds). 
The appointment will be made in the first instance for 1 year 
at a salary of £775 p.a., subject to renewal for a second year at 
the discretion of the Board. Applicants must have been 
qualified at least 2 years and must have had previous obstetric 
experience. A higher qualification is desirable. The national 
terms and conditions of service are applicable and the posts 
are superannuable. 

Forms of application can be obtained from the Senior Adminis- 

trative Medical Officer, No. 1, North Parade, Parson: 
gardens, Manchester, and should be returned, together with the 
names and addresses of 3 referees, to be received not later than 
8th March, 1951. Canvassing will disqualify. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications invited 
for appointment al OBSTETRIC HOUSE RURGEON at the 
Prestbury, Cheshire, branches of these Hospitals (60 Beds, 
normal cases), vacant on Ist April, 1951. Applicants must be 
registered medical practitioners who have already completed 
1 year’s residence in a general hospital. Previous obstetric 
experience is not required. National scale. 

Application forms, which may be obtained from the under- 
signed, should be returned a later than the 16th March, 1951. 


he General Superintendent. 
Whitworth Park, Manchester, 1 
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MANCHESTER. UNITED MANCHESTER HOSPITALS.. 
MANCHESTER ROYAL INFIRMARY. The Board of Governors. 
invite applications for the whole-time non-resident post of 
REGISTRAR to the Department of Clinical Pathology, com- 
mencing as soon as possible. The appointment is normally for 
a period of 12 months, with a possible extension to 18 months, 
but is made in the first instance for 6 months, Sanimibi without 
further application. The post is primarily intended for the 
training of pathologists. Applicants must have held house 
a and previous laboratory experience is desirable. 
Applications to be made on forms obtainable from — under- 
signed, and to be returned not later than 2nd March, 1. 
By order, F. J. oar 
Secretary to the Board of Governors, 
United Manchester Hospitals, Manchester Royal Infirmary. 


MARGATE. ROYAL SEA BATHING HOSPITAL. (200 
Beds.) ISLE OF THANET HOSPITAL MANAGEMENT COMMITTEE. 
Required, HOUSE SURGEON. The post affords special oppor- 
tunities for the study of surgical tuberculosis. 
li be for a period of 6 months from ist April, 1 Salary al 
rate of £350—-£450 p.a., according to £100 

residential emoluments 
Applications, stating age, and qualifications, together —_ 
copies of 3 recent testimonials, should be a as soon as possible 
Superintendent, Royal Sea Bathing Hospital, 
arga 


MID HERTS GROUP HOSPITAL MANAGEMENT 

COMMITTEE. Locum REGISTRAR required about middle of 

March, 1951, for duties mainly at Osterhills Unit (St. Albans) 

for gynecological and obstetric work, for a period of up to 3 

months. Salary £775 p.a., in accordance with the terms and 

— of hospital medical and dental staffs (England and 
ales). 

Applications, giving full particulars as to age, experience, 
and qualifications, together with the names of 2 referees, to be 
forwarded to the Secretary, Osterhills, Normandy-road, 
St. Albans. 

MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE 

GROUP 13. Applications invited for appointment of 2 HOUSE 
SURGEONS at the above Hospital, posts vacant March and 
er 1951. 6 months’ appointment. 1 post recognisable for 
F.R.C.S. (Eng.). Salaries in accordance with the terms and 
conditions of hospital medical and dental staffs (England and 
Wales) at the rate of £350, £400, £450 p.a., according to experi- 
ence. A Me gee at the rate of £100 a year is made in respect of 
board and lodging and other services provided. RK practitioners 
holding First House Officer posts are invited to apply. 

Applications, stating age, nationality, apaiiicatioes. and 
experience, together with the names and addresses of 2 respon- 
sible persons to whom reference may be made as to professional 
ability and character, should be forwarded as soon as possible 
to the Administrative Officer at the Hospital. 


MAIDSTONE. WEST KENT GENERAL 
= Beds.) MID-KENT HOSPITAL MANAGEMENT 

RouP 13. Applications invited for of “HOUSE 
PHYSICIAN, ost vacant end of March, 1951. 6 months’ 
appointment. lary in accordance with the terms and condi- 
tions of hospital medical and dental staffs (England and Wales) 
at the rate of £350, £400, or £450 p.a., according to experience. 
A deduction at the rate of £100 a year is made in respect of board 
and lodging and other services provided. R practitioners 
holding First House Officer posts may apply. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names and addresses of 2 respon- 
sible persons to whom reference may be made as to professional 
ability and character, should be forwarded as soon as possible 
to the Administrative Officer at the Hospital. 


MAIDSTONE. WEST KENT GENERAL ‘HOSPITAL. 
(135 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications invited for the appointment of either :— 
(a) RECEIVING ROOM OFFICER, post vacant mid- 
April. Appointment for 12 months. Salary £670 a year, 
th a deduction of £150 a year for residential emoluments. 
= — holding Second House Officer posts are invited 
a 
POASUALTY OFFICER, post vacant mid-April. Appoint- 
ment for 6 months. Salary at the rate of £350, £400, or £450 
@ year, according to the previous posts held. ‘A deduction of 
£100 a year is made in respect of residential emoluments. 
R practitioners holding First House Officer posts are invited to 


apply. 
Applications, stating age, nationality, eens, and 
experience, together with the names and addresses of 2 
responsible persons to whom reference may be made as to 
—i ability and character, should be forwarded to the 
retary, Mid-Kent Hospital Management Committee, 103, 
Tonbridge-road, Maidstone, Kent, as soon as possible. 
NORTHAMPTON GENERAL HOSPITAL. (487 eo 
AND DISTRICT HOSPITAL MANAGEMENT 
ITTEE. pplications invited for 2 posts of PADI ATRICS 
HOUSE ort ICER, 1 vacant immediately and 1 on Ist April 
next. Posts recognised for the D.C.H. The persons appointed 
will be required each to reside alternately for 3 months at the 
Northampton General and at the Harborough Road Hospitals, 
Northampton and whilst at the latter hospital, to be responsible 
to the Consultants for the supervision of all the beds, allocated 
as follows: Subacute Peediatrics 16, Dermatological 6, General 
Medical 22, Infectious diseases 41 (mostly children but including 
polio). Appointments will be made to 30th 1951 
in the first instance. Ministry of Health salary scale and 
conditions of service with a deduction at rate of £100 ~ year 
for residential emoluments. 

Applications, giving particulars, and enclosing copies of 3 
recent testimonials, should be received before or on 7th March, 
1951, addressed to— 

8 .G. HILL, Secretary to the Management Committee. 
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MAIDSTONE. LENHAM SANATORIUM. (172 Beds.) 
—_ KENT HOSPITAL MANAGEMENT COMMITTEE GROUP 13. 
> lications invited for post of SENIOR HOUSE OFFICER 
enham Sanatorium, near Maidstone ; the Sanatorium has 
the Beds for the treatment of pulmonary tuberculosis. Appoint- 
ment for 12 months alary in accordance with the terms and 
conditions of service of hospital medical and dental staffs will 
be £670 a year, with a deduction at the rate of £150 for residential 
emoluments. 

Applications, stating age, nationality, experience, qualifica- 
tions, together with the names and addresses of 2 responsible 
joes to whom reference can be made, should be sent to the 

ecretary, Lag Kent Hospital Management Committee, 103, Ton- 
bridge-road, Maidstone, within 14 days of the appearance of this 
advertisement. 

NORTHAMPTON GENERAL HOSPITAL. (487 Beds.) 
NORTHAMPTON AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications invited for post of CASUALTY OFFICER, vacant 
on Ist April. Ministry of Health salary scale and conditions of 
service with a deduction at the rate of £100 a year for residential 
emoluments. 6 months’ appointment in the first instance. 

Applications, giving particulars, and enclosing copies of 3 
recent testimonials, should be received before or on 7th March, 
1951, addressed to— 

___ 8. G. Hix, Secretary to the Management Committee. 

NORTHAMPTON GENERAL HOSPITAL. (487 Beds.) 
NORTHAMPTON AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications invited for 3 posts of HOUSE SURGEON, vacant 
on ist April. Recognised for the F.R.C.S. Ministry of Health 
salary scale and conditions of service, with a deduction at the 
rate of £100 a year for residential emoluments. 6 months’ 
appointments in the first instance. » 

Applications, giving particulars, and enclosing copies of 3 
recent testimonials, should be received before or on 7th March, 
1951, addressed to— 

8. G. HILL, Secretary to the Management Committee. 
NORTHAMPTON GENERAL HOSPITAL. Mid Beds.) 
NORTHAMPTON AND DISTRICT HOSPITAL MANAGEMENT COMMITTER. 
Applications invited for post of ORTHOPA®SDIC HOUSE 
SURGEON, vacant immediately. Recognised for the F.R.C.S. 
eee will be made for period to 30th September, 1951. 

stry of Health salary scale, with deduction of £100 a year 
for residential emoluments. 

Applications, giving particulars, and enclosing copies of 3 
recent a should be received before or on 7th March, 
1951, addressed to— 

t Committee. 


S. G. HILx, Secretary to the Ma 
NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited from registered 
medical practitioners for the appointment of Whole-time 
SENIOR REGISTRAR to the Gynecological Department of 
the Royal Victoria Infirmary. The successful candidate will have 
opportunity for clinical experience in ontpatient and inpatient 
work under the direction of the Head of the department, and will 
be responsible for clinical emergency duty as required. This is 
the teaching hospital of the University of Durham and the 
successful candidate will be required to teach in his subject 
principally at the Royal Victoria Infirmary. The appointment 
which is non-resident, is for 1 year in the first instance and will 
be subject to Ministry of Health terms and conditions of service. 
The salary will be at the rate of £1000 p.a. for the first year. 
Applications, giving age, nationality, experience, and quali- 
fications, with the names and addresses of 3 referees, ahould 
be sent to the undersigned within 2 weeks of the date of appear- 
ance of advertisement. 
W. SANDERSON, House Governor and Secretary. 
Royal vitiowla Infirmary, Newcastle upon Tyne. 
NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited from registered 
medical practitioners for the appointment of Whole-time 
SURGICAL REGISTRAR in the Royal Victoria Infirmary. 
The successful candidate will receive clinical experience in 
inpatient and outpatient work and will be required to carry 
out such duties as may be allocated to him by the Head of 
the clinic. This is the teaching hospital of the University of 
Durham and the successful candidate will be required to teach 
in his subject principally at the Royal Victoria Infirmary. 
The appointment, which is non-resident, is for 1 year in the 
first tance and will-be subject to Minist: try of Health terms 
ont. conditions of service. The salary will be at the rate of 
p.a. 
Applications, giving age, nationality, experience, and qualifi- 
cations, with the names and addresses of 3 referees, should be 
sent to hs undersigned within 2 weeks of the date of appearance 
of this advertisement. 
ae W. SANDERSON, House Governor and Secretary. 
Royal Victoria Infirmary, Newcastle upon Tyne. 


NEWCASTLE UPON TYNE REGIONAL HOSPITAL 
BOARD. MIDDLESBROUGH ADMINISTRATIVE TUBERCULOSIS AREA 
including Middlesbrough C.B., Redcar M.B., Eston U.D., 
Saltburn and Marske U.D., Guisborough U.D., Skelton and 
Brotton U.D., Loftus U. D., Stokesley R.D., and Thornab 
M.B. Population approximately 300,000. REGISTRA 
(diseases of the chest), whole-time. Salary scale £775-£890 p.a. 
— for 1 year which may be renewable for a second 


Ve Apeiiealiens, together with names and addresses of 1-3 
referees and/or 1-3 testimonials, should be sent to the Senior 
Administrative Medical Officer, ‘‘ Blythswood South,’’ Osborne- 
road, Newcastle upon Tyne, within 14 days. Canvassing will 
NEWCASTLE UPON TYNE REGIONAL HOSPITAL 
BOARD, SEDGEFIELD AND HARTLEPOOLS HOSPITAL MANAGEMENT 
COMMITTEE GROUPS. Locum REGISTRAR (orthopeedic surgery ), 
whole-time, for 6 months. Salary £775-£890, according to 
experience. Accommodation for a married man may be available 
at Sedgefield Hospital, which has an Orthopeedic Unit of 104 Beds. 
Applications, Fer yom with names and addresses of 1-3 
referees and/or 1-3 testimonials, should be sent to the Senior 
Administrative Medical Officer, “ Blythswood South,” Osborne- 
road, Newcastle upon Tyne, not later than 3rd March, 1951. 


NEWCASTLE UPON TYNE REGIONAL HOSPITAL 
BOARD. NORTH WEST DURHAM HOSPITAL MANAGEMENT COMMITTEE 
Group. Locum Tenens REGISTRAR ANASSTHETIST (whole- 
time) for 6 months. Salary scale £775-£890 p.a., according 
to experience. 

Applications, together with names and addresses of 1-3 
referees and/or 1-3 testimonials, should be sent to the Senior 
Administrative Medical Officer, “ Blythswood South,’”’ Osborne 
road, Newcastle upon Tyne, not later than 3rd March, 1951. 
NOTTINGHAM AND MIDLAND EYE INFIRMARY. 
NO. 1 HOSPITAL MANAGEMENT COMMITTEE. Required, 
SENIOR HOUSE OFFICER to undertake work at the above 
Infirmary. Also gh mtyy SURGEON. Salary and conditions of 
service for these i are in accordance with the published 
conditions of the inistry of of Health. The post of House Surgeon 
is recognised for the D.O.M.S. Examination. Both posts are 
vacant on Ist March. 

Applications, stating age, qualifications, and experience, 
together with copies of f testimonials, to be sent as soon as possible 
to Henry M. STANLEY, S ecretary, General Hospital, Notting- 
ham. (Nottingham Management Committee.) 
NOTTINGHAM RAL HOSPITAL. Regiired, 
JUNIOR CASUALTY OFFICER (first post), Male or Female, 
for the above Hospital. Duties to commence as soon as possible. 
= mn and conditions of service as laid down by the Ministry of 

Applications, stating age, qualifications, experience, and 
nationality, together with copies of testimonials, to be sent to— 

HENRY M. STANLEY, 

Nottingham No. 1 Hospital Management Committee. 
NOTTINGHAM GENERAL HOSPITAL. Required,. 
HOUSE SURGEON (first post), Male or Female, for the above 
Hospital, duties to commence as soon as possible. Salary and 
conditions of service in accordance with the published conditions 
of the Ministry of Health, less £100 p.a. for emoluments. If held 
by an R practitioner the appointment will be for a period of 
6 months. 

Applications, stating age, qualifications, and experience, 
together with copies oft testimonials, to be sent i 

HENRY M. STANLEY, Secre 
_Nottingham No. 1 Hospital Management ‘Committee. 


NOTTINGHAM GENERAL HOSPITAL. Nottingham 
soe 1 HOSPITAL MANAGEMENT COMMITTEE. Applications invited 

from registered medical practitioners for post of ORTHO- 
PHSDIC AND FRACTURE HOUSE SURGEON. The post 
offers exceptional experience in traumatic surgery. Duties 
to commence about 10th March. Salary £350, £400, or £450 p.a., 
less £100 residential emoluments, according to experience. 
Appointment for 6 months in the first instance. 

Applications, with copies of testimonials, should be sent as 
oon as possible to HENRY M. STANLEY, Secretary. 


NOTTINGHAM GENERAL HOSPITAL. Required, 
HOUSE SURGEON (Male), duties to commence as soon as 
possible. Applicants should be interested in urology. lary 
and conditions of service in accordance with the published 
conditions of the National Health Service. Practitioners within 
3 months of qualification and liable under the National Service 
Acts may apply, when appointment will be for 6 months. 

Applications, stat: age, qualifications, and experience, with 
copies of testimonials, o be sent as soon as — to— 

RY M. STANLEY, Secretar 

Nottingham |! No. 1 Hospital | Management “Committee. _ 


NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited from registere 
medical practitioners for the appointment of SURGICAL 
REGISTRAR to the Ophthalmic Department of the Royal 
Victoria Infirmary. The successful candidate will receive clinical 
experience in = and outpatient work and will be required 
carry out such duties as may be allocated to him by the 
Head of the department. This is the teaching hospital of the 
University of Durham and the successful candidate will be 
required to teach in his ae ed principally at the Royal Victoria 
es The post would offer scope to prepare for higher 
degr The appointment, which is non-resident, is for 1 year 
in ‘Ky first instance and will be subject to Mi nistry of Health 
terms and conditions of service. The salary will be at the rate 
of £775 p.a. for the first year. 
Applications, giving age, nationality, My eee and qualifi- 
cations, with the names and addresses of 3 referees, should be 
sent to the undersigned within 2 weeks of the date of appearance 
of this 


NOTTINGHAM GENERAL HOSPITAL. Required, 
— SURGEON (first post), Male or Female, for the above 
Hospi Salary and conditions of service in accordance - 
the Published conditions of the Ministry of Health, less £100 
for emdluments. Duties to commence on 25th March, 1 31, 
If held by an R practitioner the appointment will be for a period 
of 6 months. 

Application, stating age, qualifications, hy mall experience, 
together with copies of testimonials, to be sent 

HENRY M. STANLEY, 
Nottingham No. 1 Hospital Mar t Committee. 

PONTEFRACT GENERAL INFIRMARY AND THE 
HYDES HOSPITAL. (92 Beds.) Required, HOUSE SURGEON 
(first post), Male. 6 months’ appointment. Salary at rate of 
£350 p.a., less £100 for residential emoluments. R practitioners 
within 3 months of qualification may apply. 

Applications —, be sent to— 

BowRInG, Secretary, 

Pontefract and Castietard Hospital Management Committee. 


A. W. SANDERSON, House Governor and Secretary. 
Royal Victoria Infirmary, Newcastle upon Tyne. 


Great Northern House, Salter-row, Pontefract. 
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NORWICH. UNITED NORWICH HOSPITALS. West 
NORWICH HOSPITAL. (279 Beds.) Applications invited for 
appointment of HOUSE SURGEON (Male or Female) at the 
above Hospital, commencing ist April, 1951. Salary £350, 
£400, or £450, according to experience, less £100 p.a. for resi- 
dential emoluments. The duties of the post will be carried out 
under the supervision of the Consultant Staff of the Norfolk 
and Norwich Hospital (440 Beds). 

Applications, stating age, qualifications, experience, with 
names of 2 referees, to Secretary, Norwich, Lowestoft, and 
Great Yarmouth Hospital Management Committee, St. Stephen’s- 
road, Norwich. 
NORWICH. NORFOLK AND NORWICH HOSPITAL. 

440 Beds.) Applications invited for appointment of JUNIOR 
ASUALTY OFFICER AND HOUSE SURGEON to the 
E.N.T. and Ophthalmic Departments (Honse Officer status), 
post vacant Ist March. 6 months’ appointment. Salarv £350, 
£400, or £450, according to experience, less deduction of £100 p.a. 
for residence, &c. 

Applications, stating age, experience, qualifications, with 
names of 2 referees, to the Secretary, Norwich, Lowestoft, and 
Great Yarmouth Hospital Management Committee, St. Stephen’ '8- 
OXFORD REGIONAL HOSPITAL BOARD. Applications 
invited for the following whole-time appointments under the 
national terms and conditions of service for hospital medical 
staff, which will be held for 1 year and be eligible for extension 
to the normal tenure 

(non- resident) in Anesthetics to the hospitals 
of Reading a 

REGISTRAT AR (resident) in Anesthetics to the hospitals of 
the Northampton-Kettering area. 

REGISTRAR (resident) in E.N.T. Surgery to the hospitals 
of the Northampton- -Kettering area. 

REGISTRAR (non-resident) in Ophthalmology to the 
hospitals and clinics of the Reading area. 

SENIOR REGISTRAR in Psychiatry ‘to St. Crispin Hospital, 
Duston, Northants (accommodation is available) ; applicants 
should hold the D.P.M. or equivalent qualification. 

Applications for each post on forms obtainable from the 
Secretary, Registrar Committee, 43, Banbury-road, Oxford, 
should reach him by 9th March : aoe 
PETERBOROUGH MEMORIAL HOSPITAL AND 
OBSTETRIC ANNEXES. PETERBOROUGH AREA HOSPITAL MANAGE- 
MENT COMMITTEE. Applications invited for appointment of 
HOUSE SURGEON (obstetrics and gynecology). There are 
1200 deliveries annually. The appointment will be for 6 months, 
commencing 11th March, 1951. 

Applications, with testimonials, should be addressed to the 
Secretary, Memorial Hospital, Midland- road, Peterborough. 
PETERBOROUGH AND DISTRICT MEMORIAL HOS- 
PITAL. KAST ANGLIAN REGIONAL HOSPITAL BOARD. REGISTRAR 
in Obstetrics and Gynecology at the above Hospital. Appoint- 
ment for 1 year, renewable for second year. The salary and 
terms and conditions of service for hospital medical and dental 
staffs will apply. 

Applications, stating age, qualifications, and details of present 
and previous appointments, together with the names of 3 
referees, should reach the undersigned not later than 5th March, 
1951. Candidates are invited to visit the hospital by direct 
arrangement with the Hospital Management Committee 
Secretary at the Peterborough om District Memorial Hospital. 


MorTON, Secretary. 
117, Chesterton-road, Cambridge. 
AND DISTRICT MEMORIAL HOS- 
ITAL. EAST ANGLIAN REGIONAL HOSPITAL BOARD. ORTHO 
PEDIC REGISTRAR at the above Hospital. Preference will 
be given to candidates with a higher surgical qualification. 
Appointment for 1 year, renewable for second year. The sa 
and terms and conditions of service of hospital medical and 
dental staffs will apply. 
Applications, stating age, qualifications, and details of present 
and previous appointments, together with the names of 3 referees, 
should be sent to the undersigned not later than 5th March, 
1951. Candidates are invited to visit the Hospital by direct 
arrangement with the Hospital Management Committee 
Secretary at the Peterborough and Hospital. 
K. V. F. Morton, Secretary. 
117, Chesterton-road, Cambridge. 
POTTERS BAR AND DISTRICT HOSPITAL, Potters 
BAR, MIPDPLESEX. HOUSE OFFICER required (first or subse- 
quent post). For the care of both medical and surgical cases. 
Appointment for 6 months. To commence duty op 18th March, 
1951. Salary in accordance with the terms and conditions of 
service of hospital medical and dental staffs (England and Wales). 
Applications, stating age. qualifications, &c., and enclosing 
copies of recent testimonials, should be sent to the Secretary, 
Barnet Group Hospital Management Committee, 1, Wellhouse- 
lane, Barnet, Herts. 
PRESTON, ‘SHAROE GREEN HOSPITAL. ( (260° Beds.) 
GENERAL HOUSE SURGEON required Ist March. Duties 
under Consultant staff. Salaries vary from £350-£€450, aécording 
to previous posts held, less £100 for residential emoluments. 
Applications, stating age, qualifications, and details of previous 
posts (if any), should be forwarded to the Secretary, Preston 
and Chorley Hospital Management Committee, Royal Infirmary, 
Preston. JoHN GIBSON, Secretary, 

Preston and Chorley Hospital Management Committee. 
PRESTON. SHAROE GREEN HOSPITAL. (260 Beds.) 
OBSTETRIC HOUSE SURGEON required Ist March. Duties 
under Consultant staff. Salaries vary from £350—£450, according 
to previous posts held, less £100 for residential emoluments. 

Applications, stating age, qualifications, and details of previous 
posts (if any), should be forwarded to the Secretary, Preston 
and Chorley Hospital Management C pone Royal Infirmary, 
Preston. JoHN GrpBson, Secreta 

Preston and Chorley Hospital Mamaguensnt Committee. 
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PRESTON. SHAROE GREEN HOSPITAL. (260 pond 
HOUSE PHYSICIAN required Ist March. Duties to be solely 
under the Consultant Physicians. Salary range £350-£450, less 
£100 for residential emoluments. 
Applications, with copies of testimonials, to be forwarded 
to the undersigned at the Royal Infirmary, Preston, 
JoHN GIBSON, Secretary, 

Preston and Chorley Hospital Management Committee. 
PRESTON ROYAL INFIRMARY. Orthopaedic House 
SURGEON, now vacant. Salary in accordance ewith Nationa) 
Health Service scale, £€350-£450 p.a., with a deduction of 
a p.a. for residential emoluments. 

stating age, &e., with copies of 

testimonials, to be sent to the undersigned at the Roya) 
Preston. JOHN GIBSON, Secretary 

Preston _and Chorley Hospital Management Committee. 
PRESTON ROYAL INFIRMARY. The post of Resident 
ANASSTHETIST (second or third it) becomes vacant 
7th April, 1951. Recognised for D.A. ational Health Service 
salary scale and conditions of service. 

oe stating full particulars, with copy testimonials, 
to be forwarded to the Secretary, Royal Infirmary, Preston. 
JOHN GIBSON, Secretary, 
Preston and Chorley Hospital Management Committee. 


PORTSMOUTH. ST. MARY’S HOSPITAL. (1100 Beds.) 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEONS (2 appointments), vacant beginning of 
March. General Hospital—Medical, Surgical, Maternity, 
Geriatric, and Mental Beds. Salary £350-£450 p.a., according 
to experience, less £100 p.a. for residential emoluments. 

Applications, stating age, experience, qualifications, and names 
of 2 referees, to the Medicai Superintendent, St. Mary’s Hospital, 
PORTSMOUTH. ROYAL PORTSMOUTH HOSPITAL. 
(305 ane Beds.) PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITT 

ORTHOPEDIC HOUSE SURGEON required, vacant now 
Salary £350-£450 Rae according to experience, less £100 for 
residential emolumen 

SENIOR HOUSE ‘OFFICER (Casualty Department) required, 
vacant 22nd February, 1951. Salary £670 p.a., less £150 for 
residential emoluments. 

Applications, giving details of age, experience, and quali- 
fications, and the names of 2 referees, should be submitted 
to the Assistant Secretary, Royal Portsmouth Hospital, 
Portsmouth. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
ern hg Applications are invited for the following appoint- 
ments :— 

Royal Portsmouth Hospital 
HOUSE OFFICERS 
(a) Gynecological, vacant Ist 1951. 
(b) Surgical, vacant 2nd April, 195 
(c) Medical, vacant 9th April, 19s1. 

Salary £400 or £450 p.a., according to experience, less £100 

p.a. for residential emoluments. 
Saint Mary’s Hospital 
SENIOR HOUSE OFFICER, Casualty Department. Salary 
£670 p.a., less £150 p.a. for residential emoluments. 

agetlondions, stating age, experience, qualifications, and the 
names of 2 referees, to be submitted to the Secfetary, 35, Grove 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (572 
Beds. ) Required, RESIDENT HOUSE SURGEON (House 
Officer grade). Appointment for a period of 6 months and is 
now vacant. The work is principally in connection with ortho- 
peedic and fracture cases and includes other general surgical} 
duties. Salary according to previous appointments held. 

Applications, stating age, qualifications with dates, experience, 

., and accompanied by copies of 2 recent testimonials, should 
be -srciaees to the undersigned at the Hospital by 3rd March, 
1951 J. C. FIELD, Secretary, 

Southend-on-Sea H ospital Managewneat Committee. 

Management Committee Offices, General Hospital, 

hford, Essex. 


ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (718 
Beds.) Required, HOUSE SURGEON at above Hospital. 
Resident post tenable for 6 months. Salary, &c., as per Ministry 
od ding scale for House Officers, less £100 a year for board and 
lodging, 

Applications, stating age, qualifications with dates, present 
appointment, and experience, with copies of 2 testimonials 
of recent date or names of 2 referees, should be addressed inmme- 
diately to the Secretary, Romford Group Hospital Management 
Committee, Oldchurch Hospital, Romford. 


SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. (256 Beds.) SCUNTHORPE HOSPITAL MANAGEMENT 
COMMITTER. Applications invited s 
practitioners for post of RESIDENT CASUALT 
(graded as Senior House Officer) now vacant. Seldey £670 p.a., 
less deduction of €130 p.a. for residential emoluments. 
Applications, stating age, qualifications, and experience, with 
names of 2 referees, to the Secretary, The War Memoria! 
Hospital, Scunthorpe, Lincs. 


SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. (256 Beds.) SCUNTHORPE HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited from suitably qualified 
practitioners for post of RESIDENT SURGIC AL OFFICER 
(Junior Hospital Medical Officer grade), vacant 4th July. The 
post will be held for not more than 3 years in the first instance, 
with the possible renewal for further 2 years subject to satis- 
factory service. Salary £700-£50-£1000 p.a., subject to a 
deduction for residential emoluments. 

Applications, stating age, qualifications, and experience, with 
names of 2 referees, to the Secretary, The War Memorial 
Hospital, Scunthorpe, Lincs. 
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SEDGEFIELD, STOCKTON-ON-TEES. WINTERTON 
HOSPITAL MANAGEMENT COMMITTEE. SENIOR "*HOUSE 
OFFICER required at the above Mental Hospital. Salary £670 
p.a., em a deduction of £170 p.a. for board, lodging, and other 
services 
Applications in writing, should state full name, age, and 
qualifications, to be addressed to the Medical Superintendent, 
Winterton Hospital, Sedgefield, Stockton-on-Tees. 
C.W. GILL, Secretary to the Hospital Management eee, 
SCOTLAND. ‘WESTERN REGIONAL HOSP 
BOARD invite applications for appointments as SENIOR OUSE 
OFFICERS (replacing Junior Registrar grade) for duties in 
the specialties and at the hospitals indicated —_ 
ANJESTHETICS 
(1) Western Infirmary, Glasgow. 
E.N.T. SURGERY 
(2) Victoria Infirmary, Glasgo 
3} Southern General Hospital” Glasgow. 
4) Falkirk and District Hospitals. 
(5) Western Infirmary and E.N.T. Hospital, Glasgow. 
OBSTETRICS AND GYN-ECOLOGY 
(6) Dunbartonshire Hospitals. 


PAEDIATRICS 
(7) Stobhill Hospital, Glasgow. 
SURGERY 

(8) Hairmyres East Kilbride. 

All appointments will be for 1 year in the first instance and will 
be subject to the National ealth Service (Scotland) super- 
annuation regulations. 

Applications, stating age, qualifications, and [ibe appoint- 
ment, and giving the names of 3 referees, eho’ d be submitted, 
as indicated below, not later than 8th March, 

App the Secretaru, Board of for: 
asgow estern Hospitals, 10, Park-circus, Glasgow, 


2 Ae Glasgow \ Victoria Hospitals, 40, St. Vincent-place, 
Glasgow 
3 South. Western Hospitals, 1301, Govan-road, 
jlaszow, 
4 Falkirk ‘aid "District Hospitals, 14, Princes-street, 
kir 
6 Dunbartonshire eaeel, Duntocher Fever Hospital, 
Hardgate, Duntoc 
7 Hospitals, 13, Woodside-place, 
8 ise Coctbrieg, Airdrie, and District Hospitals, Hairmyres 


Hospital, East Kilbride. 

NO. 1 HOSPITAL MANAGEMENT COM- 

ITTFE. Applications invited for post of RESIDENT SENIOR 
HOU SE OFFICER in the Medical Department of the City 
General Hospital and Fir Vale Infirmary, vacant Ist May, 1951. 
Acute medical cases are admitted to the’ City General Hospital, 
and geriatric experience is provided at Fir Vale Infirmary. 
Previous experience in neurological diseases will be an advantage. 
Undergraduate and postgraduate teaching is undertaken in the 
medical department. 

Applications, giving full details of age, qualifications, present 
and previous posts with dates, and the names of 2 persons to 
whom reference may be made, should be forwarded to the 
undersigned at Nether Edge Hospital, Sheffield, 11, not later 
than 5th March, 1951. Ww. STANSFIELD, Secretary. 
SHEFFIELD. CITY GENERAL HOSPITAL. Applica- 
tions invited for resident appointment of HOUSE PHY SICIAN, 
to the age and Gynecology (2 vacancies) 
vacant ist April, The department is recognised for the 
D.Obst. R.C.0.G. aaa he the M.R.C.O.G. in so far as obstetrics 
is concerned. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and the 
names of 2 persons to whom reference may be made, should be 
forwarded to the undersigned * Nether Edge Hospital, Sheffield, 
11, not later than 7th 2. 1951. 

. STANSFIELD, Secretary, 

Sheffield No” i Hospital Ma t_ Committee. 
SHEFFIELD. CITY GENERAL HOSPITAL. (Recognised 
for F.R.C.S. England). invited for resident 
appointment of CASUALTY OFFICER (2 vacancies), vacant 
Ist April, 1951. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and the 
names of 2 persons to whom reference may be made, should be 
forwarded to the undersigned at Nether Edge Hospital, Sheffield, 
11, not later than 7th ay 1951. 

. STANSFIELD, Secretary, 
Sheffield Nov i Hospital Management Committee. 


SHEFFIELD. CITY GENERAL HOSPITAL. (Recognised 
for F.R.C.S, England). Applications invited for resident 
appointment of HOUSE SURGEON (orthopedics), vacant 
Ist. April, 1951. After 6 months candidates will be eligible, 
if so desired, to obtain resident posts as House pha House 
Physician, or House Surgeon (obstetrics and gynecology ). 

Applications, giving full details of age, nationality, ve 
tions, present and previous appointments with dates, and t 
names of 2 persons to whom reference may be made the 
be forwarded to the undersigned at in Edge Hospital, 
Sheffield, 11, not later than 7th March, 1951. 

W. STANSFIELD, Secretary 

Sheffield No. 1 Hospital Management Committee. 


SHEFFIELD. CITY GENERAL HOSPITAL. Applications 
invited for of HOUSE PHYSICIAN, 
vacant Ist April, 

Applications, deste ‘full details of age, qualifications, present 
and previous appointments with dates, and the names of 2 
pone to whom reference may be made, should be hE 

the undersigned at Nether Edge Hospital, Sheffield, 11. 

W. STANSFIELD, Secretary 
Sheffield No. 1 Hospital Tinegement ‘Committee. 


SHEFFIELD. CITY GENERAL HOSPITAL. Applications 
invited from suitably qualified medical practitioners for appoint- 
ment of RESIDENT ANACSTHETIST, at present vacant. 
Salary scale £700-—£50-£1000 p.a., less charge for board, lodging 
&c. The appointment will be for a period of 3 years in the first 
at renewable for a further 2 years subject to satisfactory 
service. 

Applications, giving full details of age, nationality, quali- 
fications, present and previous appointments with dates, and 
the names of 2 persons to whom reference may be made, should 
be forwarded to the undersigned at Nether Edge Hospital, 
Sheffield, 11. W. SPANSFIELD, Secretary, 

Sheffield No. 1 Hospital Management Committee. 
SHEFFIELD. CITY GENERAL HOSPITAL. (Recog- 
nised for F.R.C.S. England.) Applications invited for resident 
appointment of HOUSE SURGEON to the Thoracic Surgery 
Unit, vacant Ist April, 1951. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and the 
names of 2 persons to whom reference may be made, should be 
forwarded to the undersigned * Nether Edge Hospital, Sheffield, 
11, not later than 7th March, 1951. 

Ws Secretary, 

Sheffield No. 1 Hospital Management Committee. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Sheffield 
MANAGEMENT COMMITTEE SHEFFIELD NO. 4. RADIOTHERAPY 
CENTRES. Medical Men and Women desirous of taking u 
Radiotherapy are invited to apply for the post of RESIDEN 
RADIOLOGICAL OFFICER at Sheffield. The appointment 
will have the status of a Senior House Officer on a salary of 
£670 p.a. pager courses for the D.M.R.T. (R.C.P. & 8S.) 
are held at the Sheffield National Centre for Radiotherapy, 
and will os open to the successful candidate, facilities being 
given to attend these. 

Applications for further particulars should be addressed to the 
Secretary, ‘* Broom Cross,’ * Tree Root- walk, Sheffield, 10. 


SHEFFIELD CENTRE FOR RHEUMATISM RESEARCH. 
NETHER EDGE HOSPITAL. SHEFFIELD NO. 1 HOSPITAL MANAGE- 
MENT COMMITTEE. Applications invited from medical practi- 
tioners interested in rheumatism research for appointment of 
HOUSE PHYSICIAN in the above Department. 

Applications, giving full details of age, qualifications, present 
and previous posts with dates, and the names of 2 persons to 
whom reference may be made, should be forwarded to the 
undersigned at Nether Edge’ Hospital, Sheffield, 11. 

W. STANSFIELD, Secretary, 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
JESSOP HOSPITAL FOR WOMEN UNIT. Applications invited frem 
registered medical practitioners for the resident posts of 
SENIOR HOUSE OFFICER at the above Hospital at salaries 
of £670 p.a. Vacancies will occur on Ist April, 1951, in the 
Obstetric and Gynecological Departments. 

Applications, stating age, qualifications, and experience 
together with the names of 3 referees, should be forwarded 
immediately to— 

JOSEPH Sureree. Chief Administrative Officer, 
e United Sheffield Hospitals. 
Central Office, Royal Hospital, Sheffield, 1. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
JESSOP HOSPITAL FOR WOMEN UNIT. Applications invited from 
registered medical practitioners for the resident post of SENIOR 
HOUSE OFFICER or HOUSE OFFICER, according to experi- 
ence, to the Pediatric Department at the above Hospital, 
vacant Ist March, 1951. Previous pediatric experience essential. 
The post is associated with the Department of Child Health 
in the University of Sheffield. fed pegged may be required to 
attend 1 outpatient session per week at the Children’s Hospital 


n 
Applications, stating age, qualifications, and experie 
together with the names of 3 referees, should be Sewasted 
immediately to— 
JOSEPH GRIFFITH, Chief Administrative Officer. 
The United Sheffield 
Central Office, The Royal Hospital, Sheffield, 


SHEFFIELD. THE UNITED SHEFFIELD ee 
ROYAL HOSPITAL UNIT. Applications invited from registe 
medical practitioners (Male or Female) for the appointment of 
ASSISTANT CASUALTY OFFICER at this Hospital. Appoint- 
ment will be for the balance of the period ending 14th July, 1951 
and may be extended. Salary, &c., in accordance with ational 
Health Service terms and conditions. 

Applications, and copy testimonials, to be forwarded 
immediately to A. P. PRENTICE, 

The Royal Hospital, W ‘est-street, Sheffield, 


SHEFFIELD. THE UNITED “HOSPITALS. 
ROYAL HOSPITAL UNIT. Applications invited from registered 
medical practitioners (Male or Female) for the appointment of 
ORTHOPADIC HOUSE SURGEON at this Hospital. Appoint- 
ment will be for the balance of the period ending 14th July, 
1951, and may be extended. Salary, &c., in accordance with 
National Health Service terms and conditions. 

Applications, and copy testimonials, to be forwarded 
immediately to A. P. PRENTICE, Superintendent. 

__ The Royal Hospital, West- street, Sheffield, 1. 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL HOSPITAL UNIT. Applications invited from registered 
medical practitioners for the resident post of SENIOR HOUSE 
OFFICER to the Department of Ophthalmology at the above 
ioe se ¢ salary of £670 p.a. The post is recognised for 

e D.O, 

Applications, stating age, qualifications, and experience 
together with the names of 3 referees, s should be forwarded 
immediately to— 

JOSEPH GRIFFITH, Chief Administrative Officer, 
The United Sheffield Hospitals. 
Central Office, Royal Hospital, Sheffield, 1. 
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SHEFFIELD. UNITED SHEFFIELD HOSPITALS. 
ROYAL INFIRMARY, SHEFFIELD. Applications are invited from 


. registered medical ’ practitioners (Male and Female) for the post 


of HOUSE SURGEON to the Orthopedic Department, now 

vacant. Salary and conditions of service in accordance with 

the terms laid down by the Ministry of Health for House Officers. 
Applications should be sent forthwith to— 


FRANK Hart, Superintendent. 
__Royal Infirmary, Sheffield, 6. a 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL INFIRMARY UNIT. Applications invited from registered 
medical Beckhenes for the non-resident post of SENIOR 
HOUSE OFFICER in General Medicine at the above Hospital, 

Applications, tating age, qualifications, and experience, 
together with ‘i names of 3 referees, should be forwarded 
immediately to— 

JOSEPH GRIFFITH, Chief Administrative Officer. 
The United Sheffield Hospitals. 
Central Office, Royal Hospital, Sheffield, 1. 


SHREWSBURY. ROYAL SALOP INFIRMARY. (240 
Beds. ) Required, ORTHOPASDIC HOUSE SURGEON/ 
CASUALTY OFFICER (Male or Female), vacant immediately. 
Salary £350-£450 p.a., less a deduction of £100 p.a. for residential 
emoluments. 

Applications. stating age, qualifications, nationality, and 
experience, accompanied by copy testimonials, should sent 
to the Secretary, Group 15 Hospital Management Committee, 
Royal Salop Infirmary, Shrewsbury. 


P. MALLETT, Secretary, 
Royal Salop Infirmary, Shrewsbury, 23rd September, 1950. 
ROYAL SALOP INFIRMARY. (240 
Beds.) Applications invited from registered medical practi- 
tioners, Male or Female, for appointment of HOUSE SURGEON/ 
CASUALTY OFFICER, vacant ist April, 1951. Salary £350- 
£450 p.a., less a deduction of £100 p.a. for residential emoluments. 
Ap lications, stating age, qualifications, nationality, and 
e ence, accompanied by copy testimonials, should be sent 
J. P. MALLETT, Secre 
Shrewsbury Group 15 Hospital Management Committee. 
__Royal Salop Infirmary, Shrewsbury, 8th February, 1951. 


SEA HOSPITAL. Applications invited 
for post of RESIDENT PATHOLOGIST AND BLOOD 
TRANSFUSION OFFICER (Senior House Officer grade), for 
gates bape ved the units comprising the above Hospital. Salary 
£6 , less appropriate deduction for board. 

Aevtoalionn. stating age, qualifications, nationality, previous 
experience, with 3 no testimonials, should be sent by 
2nd March, 1951, to J. C. FreELn, Secre’ tary. 

Management Committee Offices, General Hospital, 

Rochford, Essex. 


SOUTHEND-ON-SEA GENERAL HOSPITAL, Prittle- 
well Chase, SOUTHEND-ON-SEA. HOUSE SURGEON (House 
for duties in special departments (Eyes 
N.T.). Salary according to previous appointments held, 

ions for board. 

Applications, with details of qualifications, &c., with co’ goptes 
of recent testimonials, to reach aay ay seh at the Hospi 
soon as possible. J. C. FIELD, Secretary. 


STOKE-ON-TRENT. ISOLATION HOS- 
PITAL, BUCKNALL. Applications invited for HOUSE OFFICER 
Ss. Male or Female, second or third post, vacant now. 

Salary in accordance with the National Health Service scale, 
according to experience. 

Applications, stating age, nationality, and full on of 
previous service, including national service, should be for- 
warded to the undersigned at Princes-road, Hartshill, Stoke-on- 
Trent, as soon as possible. 

THORNBURROW GIBSON, Secretary, 
Stoke-on-Trent Hospital Management Committee. 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL _INFIRMARY. Applications invited for the following 


SENIOR HOUSE OFFICER cortnaeeete), vacant Ist March. 
Tenable for 12 months and recognised for F.R.C.S. 
— OFFICER (orthopeedic), first or seoond post, vacant 


HOUSE OFFICER or post) vacant 
shortly. Recognised for D.O.M aF.R 
ANASTHETIST or post), vacant 
t March. Recognised for D.A 
HOUSE OFFICER (general stneery), second or third post, 
vacant now. Recognised for F.R.C.S. 
Salary in accordance with National Health Service scale, 
according to experience. 
Appuetions, « stating age, nationality, and full details of 
oe mg service, including national service, should be forwarded 
the undersigned at Princes-road, Hartshill, Stoke-on-Trent, 
as soon as possible. 
THORNBURROW GIBSON, Secretary, 
Stoke-on-Trent Hospital Management Committee. 


sT. HELENS. ECCLESTON HALL HOSPITAL. Required, 
SENIOR HOUSE OFFICER at the above Hospital. Salary 
£670 p.a., less £150 p.a. for residential emoluments. The person 
appointed will work under the supervision of the Tuberculosis 
edical Officer, who is also on the staff of this Hospital. There 
are 75 Beds and the work comprises all types of tuberculosis. 
The appointment may also include duties at another hospital 
in the group which is about to be converted for the treatment 
of tuberculosis. Good residential accommodation for a single 
person, male or female, is available. 
Applications to be forwarded immediately to— 
N. RicHarps, Secretary, St. Helens and 
District Hospital Management Committee. 
Group Office, County Hospital, Whiston, near Prescot, Lancs. 
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ST. LEONARDS ON SEA. BUCHANAN HOSPITAL. 
(102 Beds.) HOSPITAL MANAGEMENT COMMITTEE (HASTINGS 
GROUP). HOUSE SURGEON post, now vacant. For duties 
primarily in connection with Male Urology and Children’s 
Surgery, and for service within the Hastings group of hospitals. 
Tenable for 6 months. Salary £350-£400—-£450 p.a., according 
to experience and posts held, less £100 for full residential 
emoluments. 

Applications, with testimonials, to be sent to the Administrator 
of the Hospital as soon as p 


ST. ALBANS. CITY HOSPITAL. Resident House Officer 
(second or third post) required for one of the Medical —— 
The appointment is for months, commenc March, 195 

lary in accordance with the terms and conditions of hospital 
medical and dental staffs (England and Wales). 

Applications, stating age, and experience, together with 
copies of recent testimonials, to be forwarded to the Secretary, 
Osterhills, Normandy-road, St. Albans. 

ST. ALBANS. HILL END HOSPITAL AND CLINIC. 
Applications invited for appointment of a SENIOR aes 
OFFICER to take up duties at the above Hospital early in 

April. The appointment is tenable for 1 year. yo —— 

candidate will spend half of his time eae & ll training 
in the Child Guidance Clinic, which is a recognised ee 
centre for child psychiatrists, and the other halt’ en be spen! 
in the inpatient department of the Hospital. Previous experience 
in psychiatry is essential and some experience with children 
desirable. Salary £670 p.a., according to the terms and conditions 
es onree of hospital medical and dental staffs (England and 


ales 
Applications, together with the names of 2 referees, to be sent 
to the Medical Superintendent, Hill End Hospital, § St. Albans. 


STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. Applications invited from registered medical practitioners 
(Male or Female) for post of HOUSE SURGEON, now vacant. 
Salary £350-£450 p.a., according to experience, less £100 p.a. 
for residential emoluments. 

Applications, giving particulars as to age, qualifications, and 
experience, together with copies of 3 recent testimonials, shoulé 
be forwarded immediately 
. H. Jongs, Secre’ 


Stafford Hocpital Management 
13, Foregate-street, Stafford. 


STANDON HALL ORTHOPADIC HOS- 
PITAL, hear ECCLESHALL, invited from 
suitably qualified registe practitioners (Male or 
for post of SENIOR HOUSE OFFICER. Salary £670 
Das less deduction for residential emoluments. 

pplications, stating age, qualifications, and experience 

er with comets ots 3 recent testimonials, should be forwarded 

tothe undersigned forthwith. Jowne 
. JONES. 


, Secretary, 
Stafford Hospital Management Committee. 

13, Foregate-street, Stafford. 

SOUTHAMPTON. ROYAL SOUTH HANTS AND 
SOUTHAMPTON HOSPITAL. (290 Beds.) HOUSE SURGEON 
required, immediately. Post tenable for 6 months. med 
£350-£450 p.a., according to number of posts previously hel 
less £100 p.a. for residential emoluments. Terms and conditions 
of service as laid down 4 the Ministry of Health. 

ies of testimonials, to be submitted as 
soon as possible to the Secretary, Southampton Group Hospital 
Management Bullar-street, Southampton. 
iene ae ROYAL SOUTH HANTS AND 
SOUTHAMPTON HOSPITAL. (290 Beds.) Required, ORTHO- 
PADIC HOUSE SURGEON (resident), post vacant end of 
March. Tenable for 6 months. This Hospital provides a 
comprehensive orthopeedic service and is the centre to which 
all trauma from a large industrial town and port is directed. 
Salary £350-£450 p.a., according to number of posts previously 
held, less £100 p.a. for residential emoluments. Terms and 
conditions of service as laid down by the Ministry of Health. 

Applications, with copies of testimonials, to be submitted to 
the Secretary, Southampton Group Hospital Management 
Committee, Bullar-street, Southampton. 

SUTTON AND CHEAM HOSPITAL, Cotswold-road, 
SUTTON, SURREY. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. 8ST. HELIER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for post of REGISTRAR 
in the Surgical Department at the above Hospital, vacant now. 

Forms of application (which o— be returned duly com- 

pleted to the Group Secretary, St. Helier Hospital, Carshalton, 
Surrey, not later than 14 days yr the appearance of this 
advertisement) will be forwarded on receipt of foolscap stamped 
addressed envelope. Canvassing will disqualify, but candidates 
are not precluded from visiting the Hospital. 
SUTTON, SURREY. BANSTEAD HOSPITAL (for 
Nervous and Mental invited for post 
of JUNIOR HOSPITAL MED FICER at the above 
Hospital of 2500 Beds. Salary ero0-220-21000 a year, less a 
deduction (if resident) of 3 guineas a week. The Hospital 
offers experience in all branches of psychiatry, including modern 
treatments. 

For further details and form of application, which is returnable 
within 14 days of the publication of this advertisement, apply 
to Secretary. 

SWANSEA HOSPITAL. (403 Beds.) Applications invited 
from registered -medical practitioners for under-mentioned 
resident appointments in the Surgical Unit of the above Hospital. 

(a) HOUSE OFFICER. 

ne’ SENIOR HOUSE OFFICER. 

=e salary will be according to the National Health Service 


scale 
Applications, stating age, and experience, 
should be addressed ae 


C. HOWELLS 
Giantawe ‘Hospital mmittee. 
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SWANSEA HOSPITAL. (403 Beds.) Applications invited 
from tered medical practitioners for resident appointment 
of SENIOR HOUSE OFFICER in the E.N.T. Department of 
the above Hospital. The salary will be according to the National 
“stating 

pplications, s » Qualifications, and experience, 
should be addressed 

C, HowELLs, Secretary, 

Glantawe Hospital Management Committee. 


SWANSEA. MORRISTON HOSPITAL. (450 Beds.) 
Applications invited from registered medical practitioners for 
the resident of HOUSE SURGEON at the 
je pelle ine salary will be according to the National Health 
Applications, stating age, qualifications, and experience, 
should be addressed to the onal Superintendent, orsiaton 
Hospital, Swansea. HOWELLS, Secretar 
Glantawe Hospital Management it Committee. 


SWINDON HOSPITAL GROUP. (500 Beds.) Swindon 
AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical the appoint- 
ment of RESIDENT CASUALTY AND HOPADIC 
HOUSE OFFICERS, in the grade of House Oftioer or Senior 
House Officer, according to experience. The work of the 
accident and orthopedic department, which is associated with 
the Wingfield-Morris Orthopedic Hospital, Oxford, includes 
large number of industrial injuries. The salary will be 
accordance with the approved terms—i.e., up to £670 p.a. = 
a Senior House Officer (less £100 p.a. for residence). 

Applications, giving the usual details, with the names of not 
more than 3 referees, should be sent to the wemgg 3g f Swindon 
and District Hospital Management Committee, , Okus- road, 
Swindon, as soon as possible. 


TRURO. ROYAL INFIRMARY. (General 
Hospital, 230 Pn Retin WEST CORNWALL HOSPITAL 
MANAGEMENT COMMITTEE, invited for appointment 
of HOUSE PHYSICIAN (late or Female), post vacant 21st 
March, 1951. Salary and conditions of —_ in accordance with 
the terms laid down by the Ministry of Health. 

Applications, giving details of age, nationality, qualifications, 
and ex rience, ther with copies of 2 recent testimonials. 
should be sent to the Administrative Assistant, Royal Cornwall 
Infirmary, Truro. 


TRURO. ROYAL CORNWALL INFIRMARY. (General 
Hospital—230 8 WEST CORNWALL HOSPITAL 
MANAGEMENT App! lications invited for vacant 
HOUSE "SURGEON ale or General 
Gyneecology. he successful can te will be 
with the Surgeon 74 Beds 
allocated to the 2 specialties. Salary and a mag of —s 
=  Saeeence with the terms laid down by the Ministry o 
Applications, stating age, qualifications, and experience, and 
encl copies of 2 Bm ars testimonials, should be sent to the 
Administrative Assistant, Royal Cornwall Infirmary, Truro. 
TRURO. ROYAL CORNWALL INFIRMARY. aren 
brane Beds ; 8 Residents.) WEST CORNWALL HOS: 
COMMITTEE. Required, CASUALTY HOUSE 
SURGEON “(Male or Female), post now vacant. Salary an 
conditions of service in accordance with the terms laid down 
by the Ministry of Health. 
Aaehestnne, giving details of age, qualifications, and experi- 
ence, and enclosing copies of 2 recent testimonials, should be 
mt to the Administrative Assistant, Royal Cornwall Infirmary, 


VIRGINIA WATER, SURREY. HOLLOWAY SANA- 
TORIUM (MENTAL HOSPITAL), SOUTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. GROUP NO. 52 HOSPITAL MANAGE- 

er COMMITTEE. Applications invited for post of HOUSE 
OFFICER (second or third post) at the above Hospital. The 
Hopital has 500 Beds, an admission-rate of 600-700 patients 
are an extensive outpatient service and is recognised for 

ning. All modern methods of treatment are in operation, 
Further inquiries or a preliminary visit to the Hospital are 
invited. Salary £450 p.a. A charge of £100 p.a. is made for board 
and lodging. Previous mental hospital experience is not essential. 
To commence duty about the end of March. 

Applications, giving names of 2 referees, should reach the 

Medica] Superintendent by 15th March, 1951. 
WEYMOUTH. PORTWEY HOSPITAL. Obstetrical 
AND GYNACOLOGICAL HOUSE SURGEON (Male or 
Female) required, post vacant early April. Department has 
42 maternity and 26 gynecological beds and deals with the 
majority of abnormal obstetric cases in South West Dorset. 
Post tenable for 6 months and recognised by the College for 
Obstetrics and Gynecology. Appropriate Ministry of Health 
salary according to experience, with a deduction of £100 p.a. 
for residence. 

Applications, stating age, experience, qualifications, and 
nationality, together with copies of testimonials, to be sent to 
the Secretary, West Dorset Group Hospital Management 
Committee, Damers-road, Dorchester, immediately. 
WHISTON COUNTY HOSPITAL. (880 Beds.) Applica- 
tions invited for appointment of RESIDENT HOUSE 
PHYSICIAN. 6 months’ appointment. Salary £350-—£450 p.a., 
according to experience, less £100 p.a. for residential emoluments. 

Applications to be forwarded to the undersigned as soon as 

RICHARDS, Secretary, 
Helens and District Committee. 

__Group Office, County Hospital, Whiston, near Prescot, Lancs. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. WINCHESTER GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE PHYSICIAN required, vacant 6th April. Salary at 
rate of £350, £400, or £450 a year, according to experience, less 
£100 for board and residence. 

Applications, with copies of 2 testimonials, to the Secretary. 


the 


ROYAL HAMPSHIRE COUNTY HOS- 
CHESTER GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required for General Surgery, vacant 
6th April. Salary at sate” of £350, £400, or £450 p.a., according 
to experience, less £100 for board and residence. 
Applications, with copies of 2 testimonials, to the Secretary. 


‘ROYAL HAMPSHIRE COUNTY HOS- 

AL. WINCHESTER GROUP HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT ANAESTHETIST required, vacant 2nd April. 
Salary at rate of £350, £400, or £450 p.a., according to experience, 
ay Wed for board and residence. The hospital is recognised for 

e D.A. 

Applications, with copies of 2 testimonials, to the Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITaL. (326 Beds.) WINCHESTER GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (non-resident) 
in the Casualty and Orthopedic Departments, vacant 20th 
March, 1951. Salary £670 p.a. The appointment will be for 
12 months in the first instance. 

Applications, with copies of 2 recent testimonials, to the 
Secretary, Royal Hampshire County Hospital. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (326 Beds.) WINCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. HOUSE SURGEON to the Orthopedic Depart- 
ment, vacant Ist March, 1951. Salary at the rate in £350, £400 
or £450 a year, according to experience, less £100 for 
and residence. 
ore og with copies of 2 testimonials, should be sent to 


WILLESBOROUGH HOSPITAL, Willesborough, near 
ASHFORD, KENT. SOUTH EAST KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited from Medical Practitioners 
for post of RESIDENT HOUSE SURGEON at above Hospital. 
The appointment will be for a period of 6 months. Excellent 
experience to be obtained of emergency and general surgery 
with rapid turnover. Some casualty work shared with other 
House Officers. Salary £350, £400, or £450 a year, according 
to experience. A deduction of £100 a year will be made in 
respect of residential emoluments. 

Applications, stating age, qualifications, experience, and 
the names and addresses of 2 responsible persons to whom 
reference can be made as to professional ability, should be 
addressed to the Administrative Assistant at the Hospital. 
WARLINGHAM, SURREY. WARLINGHAM PARK 
HOSPITAL MANAGEMENT COMMITTEE. SOUTH WEST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. Registered medical practi- 
tioners are invited to apply og the appointment of REGISTRAR. 
Opportunity will be given for experience in all branches of 
psychfatry, psycho-neurosis, industrial psychiatry, delinquency, 
and child dance. The appointment will be subject to the 
provisions of the National Health Service superannuation 
regulations, and will be in accordance with the agreed terms and 
conditions of service of hospital medical and dental staffs for 
the time being in operation. Candidates may visit the Hospital 
(by arrangement with the Medical Superintendent) but can- 
vassing in any way will disquali 

Applications for forms of application (5 copies required to be 
completed) must be accompanied by a stamped addressed 
foolscap envelope and made to the Secretary, Warlingham Park 
Hospital Management Committee, Warlingham Park Hospital, 
Warlingham, Surrey, and returned to him not later than 10th 
March, 1951. 
CLAYTON POSPITAL. (200 Bede.) 

pplications invited for appointment of a JUNIO 
RGISTRAR in General Surgery at the above Hospital. Salary 
£670 p.a. and the terms and conditions of service are in accord- 
ance with the National Health Service Act and Regulations 
thereunder. 

Applications, giving full particulars of age, qualifications, 
experience, and appointments held, with the names of 
3 referees, are to be — immediately to— 

W. READ, Secretary, 
Hospital Management Committee No. 9, Wakefield A Group, 


WINDSOR. KING EDWARD VII HOSPITAL. (203 Beds.) 
ORTHOPADIC AND ACCIDENT SERVICE HOUSE SUR- 
GEON required, post vacant 6th March. Salary on national 
scale. Duties include House Surgeon in general surgery. 

Applications, stating age, qualifications with dates, — 
nationality, together with copies of recent testimonials, to be 
sent to the Administrative Officer. 


WIGAN. BILLINGE HOSPITAL, near Wigan. Man- 
CHESTER REGIONAL HOSPITAL BOARD invite applications for the 
post of RESIDENT OBSTETRIC AND GYNASCOLOGICAL 
REGISTRAR at above Hospital. The appointment will be made 
in the first instance for 1 year at a salary of £775 p.a., subject 
to renewal for a second year at the discretion of the Board. 
Applicants must have been qualified at least 2 years and must 
have had previous obstetric experience. A higher qualification 
is desirable. The national terms and conditions of service are 
—, and the post is superannuable. 

orms of application can be obtained from the Senior Admin- 
istrative Medical Officer, No. 1, North Parade, Parsonage- 
gardens, Manchester, and should be returned, together with 
the names and addresses of 3 referees, to be received not later 
than 8th March, 1951, Canvassing will disqualify. 


WIGAN. ROYAL. “ALBERT EDWARD INFIRMARY. 
Applications invited for post of HOUSE SURGEON at the 
above Hospital, which is a busy general hospital of 225 Beds, 
Terms and conditions of appointment are in accordance with 
Whitley Council scales for hospital medical and dental staffs. 

Applications, stating age, nationality, qualifications, and 
previous medical appointments, together with the names of 
2 referees, should be ..% by the undersigned as soon as 
possible. W. Hurst, Secretary, 

W and Leigh Hospital Management Committee. 

Knowsley House, Wigan. 
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WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
(Acute General Hospital—225 Beds.) Applications invited from 
tered medical practitioners (Male or Female) for the follow- 
appointments :— 
OUSE PHYSICIAN. 

CASUALTY OFFICER. 

Post of House Physician vacant 15th March, and that of 
Casualty Officer 4th April. Terms and conditions in accordance 
with scale agreed for hospital medical and dental staffs (House 
Officer grade). 

Applications, stating age, qualifications with dates, and 
nationality, together with the names of 2 referees, should be 
forwarded to the undersigned as soon as possible. 

T. W. Hurst, Secretary, 
Wigan and Leigh Hospital Management Committee. 

Knowsley House, Wigan, 6th February, 1951. 


WORKSOP, NOTTS. KILTON HOSPITAL. (191 Beds.) 
HOUSE PHYSICIAN required to commence duties on 12th 
March, 1951. Appointment for 6 months in the first instance. 
Salary at rate of £350-£450, according to number of posts held. 
A deduction of £100 p.a. will be made in respect of residential 
emoluments. 

Applications, stating age, qualifications, nationality, together 

with copies of recent testimonials, to be forwarded to the 
pase’ Worksop and Retford Hospital Management Com- 
mittee, Victoria Hospital, Worksop. 
WORCESTER ROYAL INFIRMARY. Applications 
invited for post of HOUSE PHYSICIAN which becomes vacant 
on the 26th March. The appointment will be for 6 months, 
and salary and conditions will be in accordance with the terms 
for hospital medical staff. 

Applications, with copies of testimonials, should be sent to 
the Secretary by 7th March. 


WREXHAM. MAELOR GENERAL HOSPITAL. (513 
Beds. ) Applications invited for appointment of HOUSE 
SURGEON at the above Hospital, to commence in March, 1951. 
The appointment is recognised for the Diploma of F.R.C.S. 
(Eng. and Edin.). Salary will be at the rate of £350, £400, or 
£450 p.a., according to experience, less £100 p.a. for full 
residential emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of 2 recent testimonials, should 
be addressed to— 


WILLIAM JONES, Secretary, Wrexham, 
Powys and Mawddach Hospital Management Committee. 
Maelor General Hospital, Croesnewydd-road, Wrexham. 


WOLVERHAMPTON HOSPITAL MANAGEMENT COM- 
MITTEE, GROUP NO. 16, BIRMINGHAM REGION. Applications 
invited from registered medical practitioners for following 
appointments :— 
The Royal Hospital, Wolverhampton (an Associated 
Hospital of the University of Birmingham Medical 


School) 
HOU (Fracture and Orthopedic Department), 


vacant now. 

SENIOR HOUSE OFFICER (Ear, Throat and Nose Depart- 
ment), vacant now. 

HOUSE SURGEON (Ear, Throat and Nose Department), 


vacant now. 
JUNIOR ANASTHETIST, vacant Ist April. 
New Cross Hospital, Wolverhampton 
HOUSE PHYSICIAN, vacant now. 
Wolverhampton and Midland Counties Eye Infirmary 
(recognised a a full course of instruction for admission 


to the D.O.M.S. 
HOUSE SURGEON, vacant 1st April. 
All appointments subject to terms and conditions of service 
issued by the Ministry of Health. 
Applications, with copies of 3 recent testimonials, to be sent 
to W. CocKBURN, Group Secretary. 
The Royal Hospital, Wolverhampton. 


YORK A AND TADCASTER HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited from registered 
medical practitioners for the following posts :— 
County Hospital, York (General Hospital of 269 Beds) 
—. > York (Modern General Hospital of 265 
e 


Yearsley Bridge Hospital, York (Infectious Diseases 
Hospital of 86 Beds) 

JUNIOR HOSPITAL MEDICAL OFFICER (pediatrics 
and infectious diseases). To spend approximately half of time 
in connection with pediatric duties at the County Hospital 
(22 pediatric Beds), City Hospital (32 pediatric Beds), and 
other hospitals in the group, and approximately half of time at 
Yearsley Bridge Hospital. Candidates should have had previous 
experience of pediatrics and infectious diseases. Preference 
will be given to holders of the D.C.H. Salary £700—£€£50—-£1000, 
with deduction of approximately £170 if resident. The post is 
vacant immediately. Residential accommodation is available ; 
otherwise applicant will be required to live near hospital. 

County Hospital, York (General Hospital of 269 Beds 
with full Consultant staff) 

CASUALTY OFFICER (with charge .of Orthopedic Beds). 
The post is graded Junior Hospital Medical Officer, £700-—£50— 
£1000, and is vacant immediately. Residential accommodation 
is available but special arrangements can be made if the applicant 
wishes to be non-resident or partly resident. The deduction for 
full residence will be £153 p.a. but otherwise will be reduced or 
dispensed with entirely. 

Applications, giving details of age, nationality, experience, 
and qualifications, together with the names of 2 referees, to be 
forwarded immediately to— 

FRANK A. MILNES, F.H.A., A.L.A.A., Secretary, 
York A and Tadcaster Hospital Management Committee. 
tham Park, York. 
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NEW YORK. ALBANY HOSPITAL, Albany, New York. 
(Affiliated with Albany Medical College.) Available at above 
Hospital beginning Ist July, 1951, the following positions : 
2-year ROTATING INTERNSHIPS, SURGICAL INTERN- 
SHIPS, and 3-year RESIDENCIES in General Practice. 

For further information write: J. K. MENEELY, Jr., M.D., 
Assistant Dean, Albany Medical College, Albany, 1, N.Y. 


Public Appointments 


AIR MINISTRY invite applications from registered 
medical practitioners for appointments as Temporary Full-time 
CIVILIAN MEDICAL OFFICERS at certain Royal Air Force 
stations in the British Isles. Salary rates will vary from £1000— 
£1250 p.a., according to qualifications and experience. The 
appointments, which are non-pensionable, will be for a period 
of 12 months in the first instance and may be extended. 

Applications should be made to the Under Secretary of State 
for Air, Air Ministry (S.2.(q)), Cornwall House, Stamford- 
street, London, S.E.1, giving age and full particulars of quali- 
fications and experience. 
BRADFORD. CITY OF BRADFORD. Applications are 
invited from registered medical practitioners for the posts of 
ASSISTANT MEDICAL OFFICERS OF HEALTH (2 vacancies 
exist). The duties will be mainly concerned with school medical 
and child welfare work. The persons appointed will also be 
required to undertake such other duties in the Health Depart- 
ment as may be decided by the Medical Officer of Health from 
time to time. Preference will be given to candidates holding the 
D.P.H. or the D.C.H. Salary £735 p.a., rising by annual incre- 
ments of £25 to a maximum of £935, subject to revision in 
accordance with any nationally determined scale. The posts are 
subject to the terms of the Local Government Superannuation 
Act, 1937, and the successful candidates will be required to pass 
a@ medical examination. No housing accommodation is provided. 

Forms of application may be obtained from the Medical 
Officer of Health, Town Hall, Bradford, and should be returned 
to the undersigned not later than 3rd March. 

W. H. LEATHEM, Town Clerk. 
Town Hall, Bradford, 31st January, 1951. 


BOLTON. COUNTY BOROUGH OF BOLTON. Educa- 
TION COMMITTEE. Applications are invited from registered 
medical practitioners for the appointment of Full-time ASSIS- 
TANT SCHOOL MEDICAL OFFICER in the Authority’s 
School Health Service. Special experience in diseases of children, 
examination of handicapped pupils and the possession of a 
D.P.H. will be an advantage. Opportunities to work within the 
Health Department will also be made available to the successful 
candidate. The appointment will be subject to the provisions 
of the Local Government Superannuation Acts and will be termin- 
able by 3 months’ notice on either side. Salary will be according 
to the following scale—£850 p.a., rising by annual increments 
of £50 to £1150 p.a. 

Applications, stating age, training, qualifications, and experi- 
ence, together with copies of 2 recent testimonials, and the 
names and addresses of 2 referees. should .be forwarded to the 
—— within 3 weeks from the appearance of this adver- 

ment. 


Town Hall, Bolton. Putte S. RENNISON, Town Clerk. 


COLONIAL MEDICAL SERVICE. In the larger Colonies 
MEDICAL OFFICERS are required for genera] duties, including 
hospital and district work. These appointments offer great 
scope for the practice of many branches of medicine and surgery 
with a considerable measure of independence and personal 
responsibility. Appointments can be made on a permanent 
basis with pension (non-contributory) at age of 50 or 55, orona 
temporary basis with gratuity. Secondment from the National 
Health Service can usually be arranged for periods up to 6 
years with continuation of superannuation contributions and 
the payment of a resettlement grant on reversion to the National 
Health Service. Salaries range from £860 to £1630 a year, the 
starting salary depending upon age and experience. In most 
territories in Africa the scale for newly appointed doctors with 
an approved higher qualification is £1050-£1600 a year, with a 
higher point of entry according to experience. There are many 
specialist and administrative posts with salaries above this 
scale available for officers in the Service on promotion. Free 
assages are granted in both directions. Income-tax is very 
iow. Tours of service vary from 10 months in Nigeria to 4 
years in Kenya. Houses with heavy furniture are provided in 
most territories at a rent of about 10% of salary. Annual 
local leave is available and generous home leave is granted after 
each tour. Study leave on full pay is available for those who 
wish to acquire higher qualifications. Social and recreational 
amenities are good. Officers serving in East and Central Africa 
usually prefer to educate their children within that area, where 
schooling is available, or in South Africa. The short tours in 
West Africa enable frequent visits to be made to children being 
educated at home. Many officers have their children with them 
in West Africa until they reach school age. 

Application forms can be obtained from the Director of 

Recruitment (Colonial Service), Colonial Office, Sanctuary 
Buildings, Great Smith-street, London, S.W.1. (Ref. no. 
27215/14.) 
LUTON. BOROUGH OF LUTON. Applications are 
invited for appointment of DEPUTY MEDICAL OFFICER 
OF HEALTH AND DEPUTY SCHOOLS MEDICAL OFFICER. 
Salary £1110-£50-£1260 p.a., subject to amendment on the 
rege of a new national scale. Car allowance appropriate to 
al -P. car. 

Full particulars and conditions of appointment may be obtained 
from the undersigned, to whom applications should be delivered 
not later than 5th March, 1951. hy 

Town Hall, Luton. \ W. H. Rosrnson, Town Clerk. 
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CiViL SERVICE COMMISSION. Applications are 
invited from registered medical practitioners (Men and Women) 
for 6 pensionable posts of MEDICAL OFFICER in the Ministry 
of National Insurance, 1 in the Department of Health for 
Scotland, and 3 posts of MEDICAL INSPECTOR of Factories 
in the Ministry of Labour and National Service. Candidates must 
be at least 30 years of age on Ist January, 1951. The Medical 
Officers in Ministry of National Insurance are required for 
service as members of Pneumoconiosis Medical Panels, which 
at present are located in London, Cardiff, Edinburgh, Manchester, 
Sheffield, Stoke-on-Trent, and Swansea. Candidates should have 
a special interest and experience in chest work. The Medical 
Officer.in the Department of Health for Scotland will be engaged 
mainly on duties concerning Prison Medical Services and allied 
matters. Medical Inspectors of Factories are concerned with the 
health conditions of employment in industrial establishments. 
Possession of a scientific as well as a higher medical qualification 
is an advantage. Salary scale £1250—-£50-£1500—£75-£1725 
(London). *For posts outside London the salary is somewhat 
lower. The minimum of the scale will be linked to the age of 
38, with deductions of £40 p.a. for each year below that age 
and additions of £50 p.a. up to the age of 40. 

Particulars and forms of application may be obtained from 
the Secretary, Civil Service Commission, 6, Burlington-gardens, 
London, W.1, quoting no. 4006/51 ; completed application 
forms must reach Him by 14th March, 1951. 


CHESTER. CITY AND COUNTY OF THE CITY OF 
CHESTER. Applications are invited from medical practitioners 
possessing municipal or local government experience and holding 
the D.P.H., for the appointment of MEDICAL OFFICER 
OF HEALTH AND SCHOOL MEDICAL OFFICER. The 
salary will be £1450 p.a., rising by annual increments of £50 
to a maximum of £1650, p.a., together with an “ Essential 
user ” car allowance in accordance with the scheme of conditions 
of service for Local Authorities staffs. 

Further particulars of the duties, terms, and conditions of 
appointment, and form of application can be obtained from 
the undersigned. Applications must be made on the form 
provided and delivered to the undersigned not later than 
10th March, 1951. Canvassing, directly or indirectly, will be a 
disqualification, and relationship to any member or officer of 
the Council must be disclosed. 

& Town Hall, Chester. G. BURKINSHAW, Town Clerk. 
DONCASTER. COUNTY BOROUGH OF DONCASTER. 
Applications are invited from registered medical practitioners 
holding a D.P.H. or similar qualification for the post of 
DEPUTY MEDICAL OFFICER OF HEALTH AND DEPUTY 
SCHOOL MEDICAL OFFICER at a commencing salary of 
£960 p.a. Preference will be given to candidates who have had 
clinical and administrative experience in public health and 
schoo] health work, &c. The person appointed will be required 
to devote the whole of his time to the duties of the office. He 
will be responsible to the Medical Officer of Health and will be 
expected to assume responsibility for the Department in his 
absence. The post, which is superannuable under the National 
Health Service (Superannuation) Regulations or Loval Govern- 
ment Superannuation Act, 1937, will be terminable by 3 months’ 
notice on either side at any time and the successful candidate 
will be required to pass a medical examination. The person 
appointed will be required te account for and hand over to the 
Council all fees and other payments received by him in con- 
nection with the office. 

Applications, giving age, full particulars of experience and 
qualifications, and accompanied by 3 recent testimonials or 
the names and addresses of 3 referees, should be forwarded to 
the Medical Officer of Health, Wood-street, Doncaster, from 
whom further information can be obtained, not later than the 
28th February, 1951. H. S. EssENHIGH, Town Clerk. 

Town Clerk’s Office, 1, Priory-place, Doncaster. 

HIS MAJESTY’S COLONIAL RESEARCH SERVICE. 
EAST AFRICAN MEDICAL SURVEY. The following vacancies exist 
in the above unit in Tanganyika :— 

(a) SENIOR MEDICAL OFFICER (pathology) for research 
work in hematology, serology, and pathology connected with 
morbidity surveys of East African populations, including mass 
examinations. Large central laboratory will made available 
at Mwanza, Tanganyika, with European technicians and 
African staff. A temporary laboratory is at present in use. Field 
work will be carried out by field medical staff. Candidates 
should have specialised in pathology ; experience in the 
pathology departments of a géneral hospital desirable. 

(b) 4 MEDICAL RESEARCH OFFICERS (1 post is open to 
a Woman) whose duties will include the carrying out of physical 
examinations of Africans as part of a large scale medical survey 
of isolated populations. African assistants- will be available. 
Tropical experience is an advantage but not essential, as oppor- 
tunities will be provided on arrival in East Africa of acquiring 
knowledge of local disease conditions, &c., if this is necessary. 

Candidates, who should not be over 35 years of age (40 for 
Senior Medical Officer (pathology) post), should hold medical 
qualifications registrable in the United Kingdom. Emoluments 
(including overseas research allowance) between £840 and 
£1500 p.a., according to age and qualifications. Selected candi- 
dates will be required to proceed to East Africa by air, to live 
_in hotel or temporary accommodation until permanent houses 
are ready later this year, and in the case of the Medical Research 
Ofticers, to serve in isolated stations. Salary subject to 10% 
deduction for official quarters. House allowance payable for 
cost of private or hotel accommodation in excess of 10% of 
salary. Free passages for officer and his wife and children under 
13 years. Outfit allowance of £60. Superannuation will be 
provided under Colonial superannuation scheme. Cost-of-living 
in Tanganyika is not expensive and taxation is low. : 

Forms of application may be obtained from the Under- 
Secretary of State, Colonial Office, Research Department, 
Sanctuary Buildings, Great Smith-street, S.W.1. - 


RENFREW. COUNTY COUNCIL OF RENFREW. 
Applications are invited from qualified medical practitioners 
for the appointment of ASSISTANT MEDICAL OFFICER. 
The person appointed will be required to work in the Port 
Glasgow and Gourock areas of the county, and the duties are 
mainly those relating to maternity and child welfare and school 
health services. Applicants need not possess the D.P.H. 
The salary is £735-£25-£935 p.a. and will be adjusted shortly 
in accordance with the Industrial Court Award. The post is 
superannuable and applicants should not be over 45 years of 
age unless at present in a superannuable post. The successful 
applicant must pass a medicalexamination and contribute to the 
Council’s superannuation scheme. 

Application should be made to the County Medical Officer 
on a form which may be obtained from him at 16, Back Sneddon- 
street, Paisley. 

ROBERT URQUHART, County Clerk. 

County Buildings, Paisley, 13th February, 1951. 


SUDAN GOVERNMENT. The Ministry of Health, Sudan 
Government, invites applications for posts of SPECIALIST. 
It is preferable that candidates should not be over the age of 
40 years and should have considerable specialist experience in 
addition to one of the following higher qualifications :— 

Medical Specialist, M.R.C.P. 

Surgical Specialist, F.R.C.S. 
Appointment will be on probation for (a) short-term contract 
(with bonus) for a period not exceeding 6 years on a salary scale 
£E1644-£E1812—-€E1953-£E2093, all increments being biennial, 
or, in the case of a few of the posts. (0) on long-term contract 
for periods up to 20 years on a salary scale £E1316-€E1450— 
£E1562-£E1674, all increments being biennial. The rate of 
£E1674 may not be the highest rate available because a consider- 
able expansion of the Medical Service is envisaged in the near 
future, as a result of which it is possible that a limited number 
of posts carrying higher rates than those quoted above may 
become available. Long-term contracts carry a post-service 
gratuity of amounts up to £E8000, depending on the length of 
contract served. Salary on appointment will be fixed according 
to age, experience, and qualifications of the candidate. The 
short-term contract will provide for a bonus of 1 month’s salary 
for each year of service from date of appointment subject to a 
maximum of 6 months’ salary and subject to satisfactory 
completion of agreed contractual period. Cost-of-living allow- 
ance varying between £E142 and £E352 p.a., according to the 
number of dependants, is at present payable. There is no income- 
tax in the Sudan. Free passage on appointment. % 

Further particulars and application forms may be obtained 
on application to the Sudan Agent in London, Welli n 
House,~ Buckingham-gate, London, 8.W.1. Please 
envelope ‘ Specialist.” 


SALFORD EDUCATION COMMITTEE. Applications 
are invited for the appointment of MEDICAL DIRECTOR 
of the Child Guidance Clinic, with attendance, on present 
arrangement, for at least 6 sessions per week. This time may 
later be extended to full-time service. 

Applications should be by letter to the Director of Education, 
Education Office, Chapel-street, Salford, 3, giving particulars of 
qualifications and experience. 

H. H. Tomson, Town Clerk. 


WORCESTERSHIRE COUNTY COUNCIL. Applications 
are invited from.suitably qualified medical practitioners (Men 
or Women) for appointment of SENIOR ADMINISTRATIVE 
MEDICAL OFFICER for maternity and child welfare. The 
appointed officer will act under the general direction of the 
County Medical Officer and will be engaged in the main on the 
administrative duties of the maternity and child welfare scheme 
although some clinical or other work may be required to be 
undertaken. The appointment will be terminable by 3 months’ 
notice by either party. The salary will be at the rate of £1035, 
rising by £50 biennially to £1222 t0s. p.a., or in accordance 
with any other national scale which may become operative. 
The appointment will be superannuable and will be subject 
to a satisfactory medical examination. The successful applicant 
will be required to reside in or near Worcester and should be in 
possession of and be able to drive a car for which a travelling 
allowance in accordance with the Council’s scale will be paid. 

Applications on forms to be obtained from the County Medical 
Officer, County Buildings, Worcester, should be submitted 
without delay and, if possible, with 3, but not more, recent 
testimonials. 


W. R. SCURFIELD, Clerk of the Council. 
Shirehall, Worcester, February, 1951. (0.118.) 


General Practitioners : Hospital Appointments 


WEST CORNWALL CLINICAL AREA. South-Western 
REGIONAL HOSPITAL BOARD invite applications from registered 
medical practitioners in general practice for the appointment 
of CLINICAL ASSISTANT in Neurology to undertake 2 weckly 
sessions in the West. Cornwall Clinical Area. The successful 
applicant will work under the general direction of the Consultant 
Neurologist, and his duties will include outpatient and 
inpatient work at the Royal Cornwall Infirmary, Truro, and at 
the Camborne-Redruth Miners’ and General Hospital, and 
occasional visits to other hospitals in the clinical area. Previons 
experience in neurology is essential. The salary will be in 
accordance with paragraph 10b of the terms and conditions of 
service of hospital medical and dental staffs—i.e., £175 p.a. 
per weekly 34-hour session. 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with 12 copies of 2 testimonials, an 
the names and addresses of 2 referees, should be addressed to the 
Secretary of the Regional Hospital Board, 5, Cotham Lawn- 
road, Bristol, 6, so as to reach him not later than 16th March, 
1951. Canvassing will disqualify. 
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BRISTOL CLINICAL AREA. South-Western Regional 
HOSPITAL BOARD invite applications from registered medical 
practitioners in general practice for the appointment of 
CLINICAL ASSISTANT in E.N.T. Surgery to undertake 2 
weekly sessions at Cossham Memorial Hospital, Bristol. The 
successful applicant will work under the general direction of 
the Consultant E.N.T. Surgeon and will be required to undertake 
both operative and outpatient work. Previous experience in 

N.T. surgery is essential. The salary will be in accordance 
with paragraph 10b of the terms and conditions of service of 
hospital medical and dental staffs—i.e., £175 p.a. per weekly 
“34-hour session. 

Applications “(2 copies), stating date of birth, qualifications, 
and experience, together with 12 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be addressed to the 
Secretary of the Regional Hospital Board, 5, Cotham Lawn-road, 
Bristol, 6, so as to reach him not later ‘than 9th March, 1951. 
Canvassing will disqualify. 


BATH CLINICAL AREA. South-Western Regional 
HOSPITAL BOARD invite applications from registered medical 
practitioners in general practice for the appointment of 
CLINICAL ASSISTANT in E.N.T. Surgery to unde e 1 


weekly session at Trowbridge and District Hospital. The 
successful ae will work under the general direction of 
the Consultant E.N.T. Surgeon and will be required to undertake 
1 outpatient session per week. Previous experience in E.N.T. 
surgery is essential. The salary will be in accordance with 
paragraph 10b of the terms and conditions of service of hos _ 
— and dental staffs—i.e., £175 p.a. per weekly 34- 
session 

Applications (12 copies), stating date of birth, qualifications, 
and experience, together with 12 copies of 2 testimonials, and 
the names and addresses of 2 referees, should be add to 
the Secretary of the Regional Hospital Board, 5, Cotham Lawn- 
road, Bristol, 6, so as to reach him not later than 9th March, 1951. 
Canvassing will disqualify. 


SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
GENERAL PRACTITIONER SPECIALISTS (E.N.T. surgery). 
Applications are invited from registered medical practitioners 
for General Practitioner sessions at the under-mentioned hos- 
pitals under the South-Western Regional Hospital Board :— 
Exmouth Hospital, 2 sessions weekly. 
Ottery St. Mary District Hospital, 1 session fortnightly. 
Victoria Cottage Hospital, Sidmouth, 2 hours weekly. 
The practitioners appointed will be required to vogtertake 
sessions only at the hospitals mentioned, and previous experience 
in E.N.T. surgery is essential. Payment will be at the rate of 
£175 p.a. per weekly 3}-hour session. The appointments are 
superannuable and are in accordance with the terms and condi- 
tions of service of hospital medical and dental staffs. Applicants 
should state the number of hours work per week they would be 
willing to undertake, and also the hospital or hospitals in which 
they would be prepared to work. Applicants should also state 
whether they are engaged in General Practice and, if so, the 
number of patients on their National Health Service List. 
Applications (2 copies), stating date of birth, qualifications, 
and experience, together with the names and addresses of 2 
referees, should be addressed to the Assistant Secretary of the 
Regional Hospital Board, 5, Windsor Villas, Lockyer-street, 
Plymouth, so as to reach ‘him not later than 9th March, 1951. 
Canvassing will disqualify. 
SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
GENERAL PRACTITIONER SPECIALISTS _ (general 
surgery). Applications are invited from registered dical 


General Practice 


For an Executive Council post apply 
the council. Mark envelope * 


for urban VACANCY. Number on list Ist January, 1951, was 
2605. Residence and surgery not available. Apply on E C.16A 
not later than 6th March, 1951. to— 
RE BLUNDY, Executive Council. 
5, Rockstone-place, Southampton. 


Hospital Services : Non-Medical Appointments ¢ 


NOTTINGHAM NO. 2 HOSPITAL 
COMMITTER. Applications invited from science pee for 
the appointment of ASSISTANT BIOCHEMIST within the 
Nottingham No. 2 group of hospitals. The person appointed 
will work under the direction of the Group Pathologist. Salary 
in accordance with ne and qualifications, and within 
the range of £450-£600 p.a. This scale will be subject to 
alteration in the event of national rates being promulgated. 

Applications, stating age, experience, and qualifications, 
together with the names of 2 persons to whom reference may 
be made, should be sent to J. H. HARGREAVES, Secretary. 

City Hospital, Hucknall-road, Nottingham, 
th February, 1951. 


practitioners for Genera] Practitioner sessions at the under- 
— hospitals under the South-Western Regional Hospital 


Ashburton and Buckfastleigh Hospital, 2 hours weekly. 

Totnes Hospital, 2 hours weekly. 
The practitioners ‘appointed will be required to undertake 

sessions only at the hospitals mentioned. and previous experience 

in general surgery is essential. Payment will be at the rate of 
£175 p.a, per weekly 34-hour session. The appointments are 
superannuable and are in accordance with the terms and condi- 
tions of service of hospital medical and dental staffs. Applicants 
should state the number of hours work per week they would be 
willing to undertake, and also the hospital or hospitals in which 
they would be prepared to work. Applicants should also state 
whether they are engaged in General Practice and, if so, the 
number of patients on their National Health Service List. 

Applications (2 copies), stating date of 
and experience, together with the names and addresses of 3 
referees, should be addressed to the Assistant Secretary of the 
Regional a Board, 5 Windsor Villas, Lockyer-street, 
Plymouth, so as to reach ‘him not later than 9th March, 1951. 
will disqualify. 


UTH-WESTERN REGIONAL HOSPITAL 
GENERAL PRACTITIONER SPECIALISTS (anresthetics), 
Devon and Cornwall. Applications are invited from registered 
medical practitioners for General Practitioner sessions at the 
under-mentioned hospitals under the South-Western Regional 
Hospital Board 

Tiverton District Hospital, 3 sessions weekly. 

Axminster Cottage Hospital, 1 session weekly. 

Exmouth Hospital, 3 sessions weekly. 

Budleigh Salterton Cottage Hospital, 1 session weekly. 

Lyme Regis and District Hospital, 2 sessions weekly. 

Moretonhampstead Cottage Hospital, 1 hour weekly. 

Ashburton and Buckfastleigh Hospital, 2 hours weekly. 

Dartmouth and Kingswear Hospital, 2 sessions weekly. 

Paignton and District Hospital, 3 sessions weekly. 

South Molton and District Cottage Hospital, 1 hour weekly. 

South Hams Hospital, Kingsbridge, 4 hours weekly. 

St. Austell and District Hospital, 3¢ sessions weekly. 
The practitioners appointed will be required to undertake 
sessions only at the hospitals mentioned, and previous experience 
in anesthetics is essential. Payment will be at the rate of £175 
p.a. per weekly 34-hour session. The appointments are super- 
annuable and are in accordance with the terms and conditions 
of service of hospital medical and dental staffs. Applicants 
should state the number of hours work per week they would 
be willing to undertake, and also the hospital or hospitals in 
which they would be prepared to work. Applicants should 
also state whether they are en in General Practice and, 
| Pog the number of patients on their National Health Service 


Applications (2 copies), stating date of birth, qualifications, 
and experiénce, together with the names and "addresses of 2 
referees, should be addressed to the Assistant Secretary of the 
Regional Hospital Board, 5, Windsor Villas, Lockyer-street, 
Plymouth, so as to reach him not later than 9th March, 1951. 
Canvassing will disqualify. 


BOARD. 


ROYAL NORTHERN HOSPITAL, Holloway, London, 
N.7. NORTHERN GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications invited for appointment of SENIOR BIOCHEMIST 
at the Royal Northern Hospital. Candidates should hold higher 
chemical qualifications or a higher degree in biochemistry or 
chemical pathology with suitable hospital experience or alterna- 
tively a pythons? degree in chemistry and biochemistry, with 
at least 5 years’ experience in hospital biochemistry. Salary 
will be at the rate of £650—£1 100 p.a., according to qualifications. 
Applications, with copies of 2 recent tostiunentols, should be 
addressed to— GILBERT G, PANTER, 
Northern Group Hospital mmittee. 

Royal Northern Hospital, Holloway, London, N.7. 


Middle East Oil Company invites applications for the 


following appointments :— 

(a) Medical Officer. Must oo registrable qualifications 
and should have oF least 3 y ’ experience in general 
Should be qualified as above and in addition 


practice. Age unde 

(b) Aneesthetist. 
should have had at least 2 years’ ge of all types of 
aneesthesia in a general hospital. Age under 4 

Minimum starting salary for (a) £1200 (b) £1400 p.a., 
tax free. Living allowance, kit allowance, pension scheme.— 
Write, giving details to Box “‘ H.H.,” c/o J. W. VickERS & Co. 
Lrp., 7/8, Great Winchester-street. London 


Radiological Partnership in old-established firm in large 
and rapidly expanding coastal city in South Africa, with ideal 
climate (Mediterranean type). Share yielding over £3200 nett 
p.a. for sale. Practice figures increasing yearly. Two remaining 
partners. Practice does all radiological work for <ogy, of 
450 Beds. Rooms and apparatus of most modern type. 

deferred terms 4 suitable applicant.—Address, - 514, THe 
LANCET Office, 7, Adam-street, Adelphi, ‘London, W W.C.2. 


Vacancy for requiring Nursing attention, 
£7 7s. per week. Sharing room with invalid doctor. Single 
rooms £12 12s. per week for medical patients in well-equipped 
ood-class Nursing-home,. Muswell Hill district.—Apply 

atron (TUDor 1259). 


Shorthand-Typist, with eeds for Harley- 
street Consulting-rooms.—R JSeum 13 


Applicants “requiring. testimonials copied or 
duplicated should comm SECRETARIAL 
SERVICE LTD., 98, Victoria-street, Swi 1 : ViCtoria 
0141), who are specialists in this kind of work. 


“Pregnancy Diagnosis by the Xenopus Method.” 24-hour 
service.—Send specimen of urine and £1 Is. 4 ape M.O. 
LABORATORIES LTD., 24, Welbeck-way, London, W 


Microscopes. Highest prices paid for good epihiaees types. 
Send or bring your equipment for valuation.—WaLLacEe 
HEATON LTD., 127, New Bond-street, W.1 (MAYfair 6511). 


Small Outfit required, preferably | portable.— 
KEENE, Church-street, Stroud, Glos, 
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‘ESKACILLIN’ is a palatable, easily administered, 


liquid penicillin for oral use. Its delicious flavour makes 
it the ideal oral penicillin preparation for young patients and for those who dislike 
tablets or bitter mixtures. The administration of this palatable and stable form of 
penicillin obviates the necessity of injections—a notable advantage in the treatment 


of infants and children, especially when repeated exhibition of penicillin is indicated. 


* Eskacillin’ is available—on prescription only—in 2 fl. oz. bottles 
containing 800,000 I.U. of crystalline potassium penicillin G. 
Each medical teaspoonful contains 50,000 I.U. of penicillin. 


MENLEY & JAMES, LIMITED, 123 Coldharbour Lane, London, S.E.5 
for Smith Kline & French International Co., owners of the trade 
mark ‘ Eskacillin’ 
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The OUTLOOK 
cam be made FAIR« 


During the menopause, when the emotional outlook > 
is as changeable as the weather, balance may be 
restored and the outlook ‘ set fair’ by the adminis- 
tration of Euvalerol M. 


Euvalerol M, containing an odourless preparation 
of valerian with } grain (16 mg.) phenobarbitone and 
0°1 mg. stilbeestrol in each fluid drachm, is designed 
to counteract the vasomotor and psychic disturbances 
of the menopause. 


Diminution of symptoms, general improvement in 
well being and restoration of emotional stability are 
rapidly observed following the use of Euvalerol M. 


In bottles of 4 and 8 fluid ounces. 


ALLEN & HANBURYS. 


TELEPHONE BISMOPSCATE 22 42 LINES TE 


LONDON: 


LECRAMS CREENBURYS. BETH, LONDON 
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